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THE COUNTY MEDICAL SOCIETY ; 
A BUSINESS ORGANIZATION* 


By Lyeui C. Kinney, M.D. 
San Diego 


HE defined purpose of a medical society is 

to promote the science and art of medicine. 
Since the day of the pioneer that has been done 
well. Much of the progress in modern medicine 
is due to the work of the medical society in con- 
stantly reéducating its members and keeping them 
abreast of clinical and scientific advance. There 
have been times when the county medical society 
has done valiant work in public health education, 
supporting health measures, and in_ legislative 
crises. But the chief interest of the medical so- 
ciety has been in mutual improvement that its 
members may practice better medicine. Such an 
association was absolutely essential in the early 
days of difficult communication; it was sufficient 
twenty-five years ago, but it does not entirely 
meet the present needs of the medical profession. 

The social and economic movements of our 
day make it imperative that the county medical 
society shall become a strong business organi- 
zation as well as a progressive scientific associa- 
tion. Thus far the business of the medical society 
has been limited to the intrinsic details of self- 
management. We have not formed compact, 
powerful business organizations because we have 
not felt the need for them and because by train- 
ing and practice we are individualists and ap- 
parently adverse to organized effort. In the 
changing social order the very life of the pro- 
fession and the progress in medicine will depend 
upon the strength and business activity of the 
county and state medical societies. The present 
need is for a strong organization representing 
the collective judgment of the profession which 
will speak with authority and act as a unit in all 
of our relations with public and governmental 
agencies. 

WHY THE NEED OF BUSINESS ORGANIZATION 

IN MEDICINI 


The question naturally arises “Why do we 
need a business organization?” The position of 
the modern American physician is unique. There 
is no other country in the world where the eco- 
nomic status of the doctor equals ours and there 
has never been a time in history when the phy- 
sician occupied so enviable a position. Why, then, 
this new emphasis upon business organization. 


* Read before the San Bernardino County Medical As- 


sociation, October 7, 1930. 
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First: The public is charging us with failure 
to deal with modern economic conditions and is 
holding us responsible for many of them. There 
is no question that, to the great mass of our popu- 
lation, prolonged sickness brings financial tragedy 
as well as physical suffering. There is a constant 
flow of discussion through the newspapers and 
magazines concerning the cost of sickness and 
almost universally the doctor is blamed for this 
financial burden. Even the most friendly critics 
state that the doctor has failed in coping with 
this situation and that the public must solve this 
problem for itself. Business men and _ social 
economists are demanding of the profession so- 
called modern business methods. They are sug- 
gesting mass production. Many are advocating 
the establishment of hospitals and clinics with 
the doctors on a salary and the distribution of 
medical service along purely commercial lines. 

Such demands are an expression of ignorance 
concerning the practice of medicine and repre- 
sent a short-sighted analysis of the cost of sick- 
ness. Less than three per cent of the income of 
this country is spent because of illness. America 
spends less on sickness than upon candy and 
tobacco. Only one-fourth of this expense is paid 
to the doctor. At least an equal amount is spent 
by the public in self-medication, and a very large 
part of the hospital expense is due to the extrava- 
gant tastes and unnecessary nursing requirements 
of the patient. A similar extravagance is the 
increasing demand for high-priced specialists and 
exact diagnostic methods when more than 85 per 
cent of the sick can be efficiently treated by 
the family physician. The economic fact is that 
the legitimate cost of sickness is not excessive, 
but that the distribution of this cost is the cause 
of hardship. A very small fraction of our popu- 
lation carries the entire national cost at any given 
time. Also sickness is unexpected and very few 
make any provision for it in their financial 
arrangements. Certainly none of these conditions 
can be blamed on the doctor. In spite of these 
facts the public is declaring a medical economic 
crisis and demanding relief from the profession 
or through legislation by forcing radical changes 
in medical practice. 

Second: The rapid growth of state medicine 
and compulsory health insurance threatens the 
future of the profession. At present state medi- 
cine obtains in twenty-five countries, including 
nearly all of Europe and Great Britain, and in 
these countries practically one-third of the popu- 
lation is furnished free medical care. Except in 
Russia this applies only to the working popula- 
tion. There are many reasons why the European 
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plans will not be accepted in this country. In 
France the new insurance law provides only for 
workers of an income of less than 25,000 francs, 
which at the present rate of exchange is about 
$1000 a year. In Great Britain the limit is 250 
pounds, which is approximately $1200, In Cali- 
fornia, people of this financial status are treated 
free in our county hospitals. In England the 
Compulsory Health Insurance Act only provides 
the care by the family physician and makes no 
provision for specialists, surgery, or hospitaliza- 
tion. Throughout Europe patients are cared for 
by wholesale methods and largely by patent medi- 
cine practice. The fees paid to the physician are 

low that he must handle a large volume of 
work, preventing careful individual study and 
stifling initiative and research. In contrast, the 
American people have been educated since the 
war to demand the best in medicine and will 
never be satisfied with an inferior medical service. 

The International Labor Office of the League 
of Nations gives unqualified approval to these 
insurance systems and foresees that “compulsory 
sickness insurance appears likely to occupy an in- 
creasingly important place in the social legisla- 
tion of every country. ” That report goes on to 
state that “compulsory insurance is aiming to 
cover the whole class of wage-earners, or at least, 
those that are of small means.” The secretary 
of the British Medical Association recently stated 
that 90 per cent of the British physicians doing 
insurance work are satisfied with the panel sys- 
tem. The president of that association at the re- 
cent meeting in Winnipeg, after summing up 
medical economic problems, concluded that, “In 
my judgment there is only one possible answer, 
health insurance.” 

In California the railroads and large industries 
are providing compulsory health insurance to their 
employees to the entire satisfaction of both the 
corporation and the insured. The number of 
workers included in this provision is constantly 
increasing, and will continue to increase at the 
insistence of both the labor unions and employers. 

In this connection the rapid extension of the 
insurance principle to labor is important. Acci- 
dent insurance is almost universal and is an ac- 
cepted business principle. At present leaders of 
labor and industry are advocating unemployment 
insurance. Governor Roosevelt will recommend 
that the next state legislature in New York “take 
up a practical definite study of unemployment 
insurance.” The labor unions are prepared to 
introduce bills providing for unemployment in- 
surance in every state in the union at the next 
meeting of the legislatures. This is a trend of 
public thought that we must recognize, for com- 
pulsory sickness insurance is only a short step in 
the long path from accident insurance to insur- 
ance against unemployment. 

Your Council of the California Medical Asso- 
ciation is making a comprehensive study of these 
economic conditions and social trends, and it is 
the belief that the profession in California must 
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shortly face these problems of state medicine 
in the legislature, since proposed laws bearing 


thereon are almost certain to be submitted. 
Third: Government agencies and private phil- 
anthropy are encroaching upon the practice of 


medicine. The medical profession always has and 
always will take good care of the worthy poor, 


but free clinics and free hospitals are growing 
like mushrooms until they have far outdistanced 
the needs of the poor. These agencies are extend- 
ing their free medical service to include a large 
class of patients who are able to pay. Many social 
and welfare workers are encouraging this prac- 
tice and are indiscriminately referring patients to 
free institutions without regard to their financial 
status. Nine million patients will be treated this 
year in America in free clinics. Philanthropic 
and charity organizations vie with each other in 
establishing free clinics until there is needless 
overlapping and duplication, and in many clinics 
the work is perfunctory and falls below the 
standards of modern medicine. 

There is a rapidly growing tendency for phil- 
anthropy and charity to exploit the physician. in 
these undertakings. Large sums of money are 
spent on buildings and administration and a well- 
paid personnel. The doctor, whose service is the 
commodity that these organizations offer, works 
without compensation and is usually denied any 
voice in how or to whom his service is given. 
It must be remembered that the doctor is the only 
vital part of these organizations and that they 
only exist to distribute the free service which they 
exact from him. 

The medical profession is not responsible for 
either poverty or sickness. As a matter of fact 
it leads all professions and groups of citizens in 
the prevention of disease, and this in spite of the 
other fact that the members of the medical pro- 
fession gain their incomes from the care of people 
suffering from disease. Likewise the profession 
is no more res ponsible for the care of the indi- 
gent sick than is any other member of society. 
No other class or profession can be employed by 
these charity institutions without pay. Society as 
a whole is responsible for the entire care of the 
sick poor, and not only for his food and shelter. 
It has no right to exact from the doctor service 
without compensation, 

Fourth: These are business problems and can 
only be solved by a_ business organization and 
business methods. The physician acting as an 
individual is powerless to cope with them. In 
these economic problems the profession is facing 
an organized public and organized charity. Medi- 
cal problems that we have long evaded and neg- 
lected are being carefully and forcefully con- 
sidered by great industrial corporations, labor 
unions, legislatures, and heavily endowed institu- 
tions. All of these agencies are seeking to con- 
trol the practice of medicine in their own spheres, 
with mass production, low cost and wide 
tribution as their principle aims, and in 


dis- 
these 


programs the doctors as individuals are looked 
upon only too often as sort of useful tools or 
accessories. 
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THE MEDICAL PROFESSION CAN SOLVE 
ITS PROBLEMS 


There is no question that the medical pro- 
fession can solve these problems or that it can 
effectually meet these economic forces, but it must 
be united in a solid, compact business organiza- 
tion in order to do so. 

The functions of this business organization 
will be numerous and they will constantly change 
with new social developments. At the present 
there are five such functions which should be 
emphasized : 

First: The county society should educate its 
members in the modern economic problems that 
affect medicine. The California Medical Asso- 
ciation and the American Medical Association are 
powerless without the intelligent support of their 
component units. Few of us are acquainted with 
the rising economic forces that confront the pro- 
fession. Few of us realize how deep and wide- 
spread is the public criticism. Few of us foresee 
the drastic changes that social enthusiasts will 
try to force upon the medical profession, ‘This 
is an opportune time for every county medical 
society to adopt a new policy and devote as much 
time to the study of medical business as it does 
to medical science. Let us remember that to neg- 
lect the business or organization work of our pro- 
fession may lay the foundation of not only less 
business and organization, but also of less science 
in medicine as well. 

There should be a medical economics com- 
mittee in every county unit which will assemble 
the current discussion and present it at frequent 
intervals of the meetings of the society. Our 
current medical literature this year has many 
statesmanlike studies of these questions, and the 
friendly lay magazines are presenting much con- 
structive criticism with which we should all be 
familiar. The findings of the National Committee 
on the Costs of Medical Care and the newl) 
formed bureau of the American Medical Associa- 
tion (the California Medical Association House 
of Delegates petitioned the American Medical 
Association to provide such a bureau) will all be 
available. Our California Medical Association 
Committee on Medical Economics will cooperate 
fully with the local county committees. Either at 
stated meetings on business or as a part of the 
regular scientific programs the county societies 
should consider the social relations of the pro- 
fession and give to these subjects the same free 
discussion that is given to scientific topics. No 
worship of science, as some would have us do, 
should deter us in our insistence on this point. 
To quote the 1930 Del Monte presidential address 
of Dr. Morton Gibbons: “We must become ex- 
perts and we must be able to prove to the people 
of California that what we advocate is best. Let 
us make ourselves the best informed group on 
health insurance in California.” 


Let me assure you that the California Medical 
any 
any 


Association does not favor state medicine in 
form nor does it favor the promulgation of 
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existing type of compulsory health insurance. 
The California Medical Association does realize 
that these are pressing problems of the present 
and of the near future and that the medical pro- 
fession must be in the position to lead and to 
direct in any legislation that will come up for 
consideration. In this the officers of your State 
Medical Association must have the intelligent and 
forceful backing of each county organization. 

Second: A business function of the county 
medical society is to make collective decisions and 
act as a unit in matters of public policy. The 
constitution of the California Medical Associa 
tion requires each county society to appoint or 
elect a local committee on public policy or, in 
other words, a local committee on legislation. A 
description of the duties of this committee will 
indicate the requisite business activities of the 
society in this regard. The local committee on 
public policy is an auxiliary to a similar com- 
mittee of the state association and as such is 
charged with “securing and enforcing legislation 
in the interest of public health and scientific medi- 
cine.” Especially during each session of the legis- 
lature it must be constantly alert in shaping public 
opinion and in maintaining proper contacts with 
legislators on public health and other matters in 
which the medical profession has vital interests. 

The members of each local committee should 
cultivate the senator and assemblymen from the 
county and should know them personally, so that 
the society may effectively present to them the 
judgments and decisions of the profession. This 
is especially important under the provisions of 
the recent amendments to the constitution of the 
State of California, which allows only one sena- 
tor to each county. Thus every county, irre- 
spective of size, has an equal voice in the final 
passage of any measure before the legislature. 
If the senator or assemblyman knows that the 
medical profession in his county is compactly 
united and that the legislative committee has the 
active loyal support of every doctor and his clien- 
tele, he will listen with respect to their judgments 
and requests and will carefully consider the same. 

Also it is the duty of the local legislative com- 
mittees to know who are the candidates for elec- 
tion to the legislature and to county and munici- 
pal offices whose duties affect medicine or public 
health. They should early ascertain the ideals and 
fitness of these men and report their findings to 
the county societies. Where questions of public 
health are at stake suitable candidates should 
receive the endorsement and support of the entire 
membership, as is the custom of the Bar Asso- 
ciation. 

Further, the local legislative committees should 
keep constant watch for proposed ordinances 
that affect the health of their communities and 
promptly present them to their societies. These 
reports should have careful consideration, and 
firm and diplomatic action should be taken that 
will be an authoritative expression of the opinion 
of the organization. 
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Our county medical societies have by long 
tradition, and often by the dictates of their con- 
stitution, kept out of so-called politics. These 
were and are wise provisions, except where politi- 
cal situations affect medicine or health. In our 
modern social life the preservation of individual 
and public health demands vigorous and concerted 
action by the medical profession. Our legislators 
and county officers are of the opinion that the 
doctors do not know what they want, that they 
will not stick together and consequently can be 
ignored. This opinion is widespread, and under 
present conditions is more or less true. We will 
continue to be ignored so long as we persist in 
drifting as individuals and until we unite our- 
selves in a cohesive business group. Public offi- 
cials and legislatures will not ignore a compact 
organization that deals with legislative and politi- 
cal problems in a business way or one that speaks 
as a unit and votes as a unit. 


Third: The county medical societies should 
use modern business methods in distributing pub- 
lic health information. One exception is to be 
noted. The Council of the California Medical 
Association specifically disapproves of paid ad- 
vertising campaigns in the newspapers. The Cali- 
fornia Medical Association Committee on Public 
Instruction is prepared to advise the county socie- 
ties, and the bureau of the American Medical 
Association will provide extensive and valuable 
information. The best illustration of this activity 
is the recent work of the Long Beach branch of 
the Los Angeles County Society.* With the as- 
sistance of the department stores, drug houses, 
and newspapers, as well as with the extensive use 
of circulars, they introduced a progressive and 
continuous campaign of education into every 
home in the city. The expense was small but the 
business method was marvelously effective and 
has opened the way for a continuation of the pro- 
gram as needs therefor may arise. 


Fourth: The county medical societies can exer- 
cise a business control over the free clinic and 
free hospital practices in their counties. The indi- 
vidual doctor cannot deal with this situation. The 
physician usually knows nothing of the needs or 
policy of the institutions and has very little voice 
in how or to whom his services are given. It 
should be the business of the societies to thor- 
oughly investigate all clinics or hospitals where 
its members give free medical service. The 
county societies as organizations can survey the 
economic and social conditions and indicate what 
free service is necessary. The societies can ex- 
amine the standards of medical practice in these 
institutions, ascertaining where there is waste or 
duplication, and where the service is imposed 


* For a digest of the report by Dr. 
Long Beach, see Miscellany Department of this issue of 
California and Western Medicine, where the report is 
listed under the caption, “‘A Public Health Campaign—As 
Sponsored by the Long Beach Branch of the Los Angeles 
County Medical Association,’’ Page 914. 


Fred B. Clarke of 
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upon, either by the public or by the lay directors. 
It should, then, be the duty of the societies to 
approve or disapprove each such clinic according 
as its social or professional requirements are met. 
All this, of course, to be done in broadminded, 
nonpartisan, judicial, and scientific spirit. If the 
county societies are business organizations their 
members will then refuse to do charity work in 
institutions that do not have approval of the 
societies, very shortly Community Chests and lay 
charities would refuse to support the institutions 
that are not approved by the medical societies. 
This is not a selfish point of view. It is sensible, 
honest business. It means better medical atten- 
tion to the patients whose circumstances are such 
as to make them eligible to free treatment; it 
means protection to the taxpayer and to private 
charity as well; and it means protection and jus- 
tice to the medical profession. 


Fifth: The county medical societies should 
educate their members in modern business meth- 
ods in private practice. This has the ring of 
heresy to the Hippocratic tradition, but one of 
the most just criticisms hurled at the profession 
is that we are not businesslike in dealing with 
our patients. Many of the economic difficulties 
can be remedied by frank business methods, 
adapting the charges to the needs of patients and 
their ability to pay. There are many phases of 
the business of medicine that can be the subject 
of helpful discussion, such as: the handling of 
accounts, collections, extension of credits, group 
diagnoses, and the restriction of unnecessary hos- 
pital costs. A free consideration of these subjects 
in the meetings of the county medical societies 
is not out of place and it will add to the dignity 
and usefulness of every society that takes cogni- 
zance of these things. 

The conception of a business organization does 
not belittle the present activities of our county 
medical societies. We are justly proud of them 
as they are. Their scientific activities must con- 
tinue to grow. Greater effort must be made 
to reéducate our members in the fundamental 
facts of medicine and to extend their knowledge 
of new clinical methods and research. On the 
other hand, the county medical societies must 
recognize that the medical profession is facing 
greater and more difficult problems in its public 
relations than it has in its clinical practice. 

The time has come when we must apply as 
much science to the business of medicine as we 
do to the art of medicine. We cannot escape our 
individual and collective responsibilities by refer- 
ring these problems to our state or national medi- 
cal associations. The state and national medical 
organizations will be effective only in proportion 
to the intelligent and active support they receive 
from their component county units. It is incum- 
bent upon each county medical society to face 
modern social problems and to assume the addi- 
tional role of an efficient business organization. 


233 A Street. 
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ANGINA AND OTHER PRECORDIAL PAIN— 
THEIR DIFFERENTIATION* 


By Eucene S. Kivcore, M.D. 
San Francisco 
Discussion by William Dock, M.D., San Francisco; 


T. Homer Coffen, M.D., Portland, Oregon; Donald J. 
Frick, M.D., Los Angeles. 


NGINA is an old and favorite subject for 

medical discussion, and there seems to be little 
opportunity to throw new light on a topic which 
has received so much attention from the masters 
of medicine since the time of Heberden. And 
yet the “physiognomy” of angina is still often 
hazy and surrounded by confusing shadows; and 
it is well that we give it from time to time a 
careful scrutiny. 

WHAT IS ANGINA? 


What is angina, what is mock angina, what is 
the mechanism of the pain and of death, and what 
is the pathology? The answers are still colored 
heavily with speculation and opinion; and an im- 
pressive testimony to the unsettled state of opin- 
ion was furnished by Huchard when he enumer- 
ated sixty-four theories as to the cause of angina. 
According to fashion, the theories have grouped 
about questions of heart spasm, arterial pressures, 
coronary spasm or sclerosis, esophageal traction, 
etc. Allbut argued fervently for his theory of 
tension within a sensitive aorta, and Mackenzie 
for his concept of angina as a symptom of myo- 
cardial exhaustion, comparable to the leg pain of 
intermittent claudication or the pain from any 
muscle if worked out of proportion to its blood 
supply. The known facts are that most cases 
have some cardiovascular pathology, commonly 
aortic, coronary or myocardial lesions, but that 
these are at times slight and occasionally absent 
in fatal cases. And the only mechanistic con- 
ception adequately covering these facts is that 
taught for many years by Bamberger and Von 
Neusser, namely, that of an excitation in the 
vegetative nervous system, which may arise from 
various sources in and about the heart, and result- 
ing afferently in the sensation of pain or constric- 
tion, and liable efferently, through the sensori- 
motor reflex arc, to stop the heart. The latter 
effect is usually assumed to be a simple vagal 
standstill; but, coming as it usually does without 
preliminary slowing, it is better accounted for by 
ventricular fibrillation. 

At any rate, such a concept is a convenient 
frame on which to arrange our ideas of diag- 
nosis. One case we may feel is aortitis with an 
enlarged aorta and no evidence of myocardial 
trouble, another appears to be myocardial, or 
again, we may feel sure of a coronary throm- 
bosis; and with all we sense the possibility of 
death through the sensorimotor reflex. Now by 
the term “angina” we refer to all cases and only 
those in which such a death is considered possi- 





* Read before the Jackson County (Kansas City, Mo.) 
Medical Society, April 30, 1929. 
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ble; and our serious practical problem is to sepa- 
rate these from other confusing types of pain 
which convey no such threat. 


CONDITIONS WHICH SIMULATE ANGINA 


One need only mention the necessity of ruling 
out such conditions as erosive aneurysm, ordi- 
nary pleurisy and pericarditis, tabetic pains and 
herpes. Nerve-root pains, so carefully described 
by Gunther, especially in spinal arthritis, are dis- 
tinguished by their sharp delimitation along the 
distributions of the affected nerves and by their 
excitation by motions of the spine. Many of 
these are called intercostal neuralgia or neuritis. 

Then there is a miscellaneous assortment of 
precordial pains variously designated as nervous 
pain, fatigue pain, toxic or secondary angina, or 
pseudo-angina. Much as we desire an etiological 
classification, we had better honestly admit that 
we can give no convincing explanation for many 
of these pains; and to my mind the much con- 
demned term “pseudo-angina” serves the useful 
purpose of designating them without pretending 
to understand them, and it emphasizes the all- 
important distinction from true angina. 


DIFFERENTIAL DIAGNOSIS 


To proceed at once to the differential diagnosis, 
it may be said that laboratory procedures, and 
even the physical examination, is of minor utility 
when compared with history, for the thing we are 
differentiating is a symptom complex. The x-ray 
and electrocardiograph are often useful in cor- 
roborating clinical impressions, and at times sup- 
ply practically our only positive evidence of aortic 
or myocardial disease. A positive Wassermann 
test may help in a doubtful case. The general 
type of the patient helps somewhat. Males in 
middle age or beyond, in high pressure business 
or professional careers are candidates for angina. 
Younger subjects or women at the menopause, 
and neurotic types generally are more likely to 
have pseudo-angina. Abnormal blood pressure 
and cardiac murmurs, even those significant of 
valve damage, help but little except insofar as 
they contribute to our conception of the state of 
the aorta, the coronaries and the myocardium; 
and it must be remembered that such circulatory 
abnormalities do not protect against false angina. 
Poor heart sounds, some of the gallop rhythms 
and graver types of disordered heart-beat mecha- 
nism may, of course, point definitely to myocar- 
dial trouble; and pericardial friction, in associa- 
tion with other suggestive evidence (pain, pros- 
tration, poor pulse, fever, leukocytosis), may, of 
course, make certain the diagnosis of coronary 
thrombosis. 

CLINICAL HISTORY 


The history begins with the family. A minute 
will suffice to determine whether or not a patient 
has any information of value about his blood 
relatives. If he has, then our perfunctory formu- 
lae for recording family history should be ampli- 
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fied to include all the data available. Certain 
families are so consistently of the cardiovascular 
type or of the nervous type that one almost knows 
what he is to find in the patient. The past his- 
tory of the patient’s life may be of some help if 
it suggests, on the one hand, rheumatic, strepto- 
coccic or syphilitic infection, or on the other neu- 
rotic tendencies. 

Habits of eating, drinking and smoking are 
often excessive in the angina patient and abstemi- 
ous in the neurotic type. Tobacco undoubtedly is 
at times a cause, at least an exciting cause, of 
angina, as in the case reported by Lambert of a 
man who lived comfortably three months without 
tobacco and then dropped dead after smoking a 
part of one cigar. Such cases are spectacular but, 
fortunately, rare, and they have served to over- 
emphasize in the mind of the profession the im- 
portance of tobacco as an etiological agent. In 
this connection it is interesting to recall the ex- 
perience of the British heart hospital during the 
war. Most of their cases had pain, weakness, and 
various other functional disturbances—the sort 
often loosely referred to as the “cigarette heart.” 
But it was found that, whereas they were culled 
_— an army of almost universally heavy smok- 

, these patients for the most part smoked little 
or not at all. The inference, of course, is not that 
tobacco protects the heart, but simply that the 
kind of man who develops the effort syndrome or 
pseudo-angina is also the one who is likely to 
eschew excesses. 

STUDY OF SYMPTOMS 


In the present illness the pain should be ana- 
lyzed systematically under four principal head- 
ings. In the order of importance they are: 


1. The Kind of Pain.—Two types stand out 
clearly. One may be called compression pain. 
Patients who have it will usually volunteer the 
description in such terms as “vise-like,” “terrible 
oppression in the chest,” “heavy weight behind 
the breast bone,” “petrified feeling” (pointing to 
central part of chest), “belt being cinched about 
the windpipe,” “pent-up gas behind the breast 
bone,” etc. The onset may be described as a 
sudden seizure, but as a rule careful inquiry will 
bring out the observation of a shorter or longer 
period of crescendo, and also a decrescendo as the 
peak is passed and the anguish melts away. Of 
these the vast majority are instances of true 
angina. 

The other distinctive kind of pain may be 
termed lancinating pain. There is no crescendo 
here, maximum intensity being experienced on the 
instant. When severe it is like a “stroke of light- 
ning,” a “knife” or a “red-hot needle” plunged 
through the heart. One young man was felled 
instantly to the floor by it while quietly working 
in a power station; another while strolling about 
the hospital where he was convalescing from a 
respiratory infection; another young man was 
instantly “crumpled up into a helpless mass” by 
it while driving an automobile. These major 
instances of lancinating precordial pain are un- 


common ; but from them we can descend the scale 
of intensity through various “stabbing,” “jab- 
bing,” “grabbing” sensations, etc., until we arrive 
at the trifling “nip” or “stitch in the side” at 
some time or other experienced by most people. 
And it is this gradation without variation except 
in intensity that stamps typical lancinating pre- 
cordial pain as pseudo-angina. When unassoci- 
ated with compression sensation, [| have never 
known a case of lancinating pain to result fatally. 
Seven years ago a doctor, sixty-five years old, 
experienced without prodromata and without ap 
parent provocation a terrific instantaneous knife- 
like pain through the precordium and left arm 
which lasted all night and alarmed me at the time. 
But he is still in active work and has had no 
recurrence of pain and has normal physical find- 
ings and electrocardiogram. ‘Typically, lancinat- 
ing pain lasts but a moment, though it is often 
succeeded, if severe, by a dull ache. While it lasts 
the subject usually holds the breath, feeling, as 
one expressed himself, that “If I breathed it 
would tear me in two.” Ordinarily far apart, the 
paroxysms may come in groups. One of my pa- 
tients and one reported by ‘Thomas Lewis de- 
scribed feeling something “like an electric shock” 
with each heart beat for hours at a time, starting 
from the region of the cardiac apex and instantly 
passing up and into the left arm and out the 
finger tips. 

After these two distinctive types of pain comes 
a miscellaneous group of dull aches, sore, or 
burning feelings, ete., which may alternate with 
the compression pain of angina, but are more 
common in pseudo-angina. ‘Terrific or simply 
“awful” indescribable pain in the chest is always 
threatening. In coronary thrombosis it is perhaps 
even more common than typical compression pain. 

2. Factors which precipitate or relieve attacks 
come next in importance in differential diagnosis. 
The pain of coronary blockage, though often ap- 
pearing in sleep or after a full meal, as a rule 
has no recognizable precipitating cause. It is 
comparatively of long duration, is little if at all 
affected by nitrites and often requires large doses 
of morphin for relief. With this exception, true 
angina pain is practically always precipitated by 
some well-defined circumstance or train of cir- 
cumstances. Here, however, the uniformity ends. 
Almost every patient has his idiosyncrasies. The 
classical precipitant is walking up hill against the 
wind after a meal. Some go about freely on a 
warm quiet day, but cannot stand facing a cool 
breeze without having pain. One of my patients 
with syphilitic aortitis and valvulitis who could 
chop wood at mid-day could not so much as step 
out of his door in the morning or evening. A 
drink of cold water would give him an attack. 
Another with the same syphilitic lesion would be 
held up by pain while sauntering on a warm day 
to the beach, and would then enter the cold water 
and swim vigorously with no discomfort what- 
soever. Another man with nonsyphilitic aortitis 
cannot take a hot drink. He is a retired engineer, 
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and it is his hobby to prepare graphs of his pain 
threshold for varying temperature of drinks at 
different times of day. Some have attacks from 
emotion rather than physical exertion; some from 
use of certain muscles, especially the left arm; 
some merely from palpating the precordium. The 
physiological alterations in sleep are little under- 
stood but are often important in angina, and the 
waking hour is a critical one for many patients. 
Nocturnal attacks are usually of ill omen, 

Now from angina patients these precipitating 
factors as a rule are elicited with little or no 
direct questioning. Not so with pseudo-angina 
patients. They will often deny any association of 
pain with meals, exercise, excitement, etc.; or if 
such a relationship is claimed it will probably be 
found to be a delayed one. After a hard day they 
may have pain while quietly resting that evening 
or the next day. Pseudo-angina may, however, 
follow close on the heels of a family row for 
example. 

Relief of pain following discontinuance of the 
exciting cause is a valuable point in favor of 
angina. Vasodilators as a rule relieve angina, 
except in coronary thrombosis. They have much 
less effect on pseudo-angina. Lancinating pain 
rarely lasts long enough for any remedy to be 
tried. 

3. Topography of the pain is less valuable in 
differentiation than is often supposed. Contrary 
to a widespread preconception true angina is 
much more commonly, and as originally described 
by Heberden, substernal; while false angina is 
usually precordial. True anginal pain has usually 
a very blurred delimiting outline in the chest, the 
patient often indicating location vaguely by a 
wave of the hand; though when it passes on to 
the arm, neck, ete., the pain outlines are often 
sharp. Pseudo-angina dull pain may be hazy in 
outline, but is more often fairly sharp. Lanci- 
nating pain, in particular, is usually indicated by 
the patient as a definite point or streak, which, 
however, may vary in different attacks (some- 
times the same thing occurs in the right chest and 
occasionally in remote parts of the body). It is 
interesting that when patients describe such a 
streak of pain it is not along the course of any 
nerve, but is from the central or lower precordia 
upward toward the shoulder, straight through to 
the back, or diagonally up and across the ster- 
num, etc. 

In general, pseudo-anginal pain radiates less 
commonly than anginal, but not infrequently it 
extends into the typical left arm distribution. 
Radiation in angina is usual and is quite bizarre. 
Instead of the left ulnar distribution it may go 
only to the right arm, or to both arms, the back, 
neck, jaw, or occiput. Osler described a radiation 
to the left testis. One must at times recognize 
angina with pain only at the area of pain refer- 
ence, One of my patients who had syphilitic aorta 
and heart had only stinging effort pain in both 
wrists; another, a doctor, began having his teeth 
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pulled because of effort pain limited to the left 
jaw but which later began in the chest and radi- 
ated to the jaw. 

Abdominal angina is not to be forgotten. 
Deaths described in the newspapers as caused by 
“ptomaine poisoning” or “acute indigestion” are 
usually of this sort. Especially to be remembered 
is the occasional case of coronary thrombosis with 
epigastric pain, tenderness and rigidity, together 
with fever and leukocytosis. Pericardial friction 
may establish the diagnosis, or it may be deter- 
mined by careful observation of the pulse and 
electrocardiogram. 

4. The psychic state and various other associ- 
ated phenomena of the attacks are to be con- 
sidered. Pallor and immobility during attacks 
and salivation and polyuria afterward are more 
characteristic of angina. Flushing of the face 
and a demonstrative behavior are more like false 
angina. In the angina attack there may be a sense 
of suffocation, with natural or suppressed breath- 
ing, or the patient may expand the chest in the 
effort to get relief. In pseudo-angina, especially 
with lancinating pain, the breathing is more often 
held within shallow limits for fear of increasing 
the pain. In either condition the heart rate may 
be retarded or accelerated, the pulse strong or 
weak, the blood pressure higher, lower or un- 
changed. 

Skin tenderness for hours or days is common 
after a severe attack of angina; it may be acute 
over the precordium or the area of pain refer- 
ence or both. It is also common. in cases of 
pseudo-angina, but here is more often limited to 
the region of the heart apex, and is rather less 
closely connected with the attacks. Many pseudo- 
angina patients describe habitual sensitiveness 
below the left nipple, which may not be so much 
actual tenderness as vague discomfort produced 
by even the contact of clothing. Aversion to 
lying on the left side (occasionally it is the right 
side) on account of pain, heart consciousness, 
smothering sensations, etc., is much more char- 
acteristic of the nervous group. 

The textbook “angor animi,” the paralyzing 
sense of impending dissolution, when it occurs, 1s 
a warning that no physician will fail to heed. But 
if he waits for this signal to establish the diag- 
nosis he will miss most of the cases. On the other 
hand, many of the most badly frightened people 

| have seen were clearly suffering pseudo-angina ; 
and, whereas typically their state of mind is sup- 
posed to be a fear that they may have angina 
rather than the simple conviction of doom, in 
practice it is often hard to draw so sharp a dis- 
tinction. I would go so far as to characterize reli- 
ance on this fear symptom as positively danger- 
ous. The principal object of diagnosis is therapy ; 
and there are few instances where failure of diag- 
nosis may more seriously jeopardize the success 
of treatment. For when the physician, over- 
impressed by the fear of the sufferer from 
pseudo-angina, takes the view that it is or that 
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it may be the real thing, he will almost certainly 
fail to administer the all-important convincing 
reassurance, and the chains of neurosis will be 
welded. 
490 Post Strect. 
DISCUSSION 


Wituiam Dock, M.D. (Stanford University Hospi- 
tal, San Francisco).—This journal has recently had 
an unusually good series of papers on angina pec- 
toris, including those of Doctors J. M. Read and 
W. S. Thayer. Doctor Kilgore’s paper rounds out 
this series very well, and, so far as his conclusions 
upon diagnosis and treatment are concerned, I have 
nothing to add. There is apparent throughout this 
recent series considerable difference of opinion as to 
terms, but agreement as to facts. I should differ with 
Doctor Kilgore on terms. I prefer to think of angina 
pectoris as that type of heart distress, never asso- 
ciated with dyspnea of the panting type which was 
described by Heberden. I, therefore, do not make 
the diagnosis if some other cause for the precordial 
pain is evident—that is, if the patient has coronary 
occlusion, paroxysmal tachycardia, or merely palpita- 
tion and “heart consciousness.” Pseudo-angina seems 
to me as poor a term as “pseudo-epilepsy” or 
“pseudo-tuberculosis.” In atypical cases there will be 
greater uniformity of diagnosis of angina pectoris by 
experienced physicians than there will be in cases of 
pulmonary tuberculosis. The practice of lumping all 
precordial pain into the groups “angina” and “pseudo- 
angina,” though supported by men as expert as Sir 
James Mackenzie and Doctor Kilgore, leaves much 
to be desired. 


T. Homer Corren, M. D. (707 Stevens Building, 
Portland, Oregon).—Since Osler’s Lumleian lectures 
on angina in 1910, Herrick’s paper on coronary 
thrombosis in 1911 and Allbut’s discussion of anginal 
pain in 1915, medical literature has shown increasing 
volume on this subject. Naturally, in differentiating 
angina from other conditions which simulate it, there 
has been much discussion, and certain underlying 
causes stand out as definite entities, such as coronary 
thrombosis. Some cases of precordial pain lead one 
to a certain feeling of assurance in assuming that 
coronary sclerosis is present, especially if peripheral 
arteries are thickened and if the aorta is increased in 
density or widened under the fluoroscope. In fact 
there has been a distinct tendency in the last few 
years to consider angina synonymous with underlying 
disease of the coronary arteries, though Dr. Thomas 
McRae’s recent paper sounded the warning that cer- 
tain cases with anginal symptoms have no coronary 
disease. One must not overlook the fact that some 
cases of real angina have masked symptoms. For in- 
stance, not a few of my patients have had symptoms 
entirely referred to the epigastrium and lower ster- 
num. The recent work of Whitten and Barnes seems 
to show that further correlation of clinical knowledge 
with that obtained at the autopsy table may enable 
us to recognize right and left coronary occlusion, I 
suggest that we consider angina or the anginal syn- 
drome, a general term of which coronary thrombosis, 
coronary sclerosis or spasm are varieties. 

It is certainly true that if we review the histories 
of a few hundred people who have consulted us re- 
garding precordial pain we find between 30 to 40 per 
cent in whom we eliminate angina as a causative 
factor; they fall in the group to which Doctor Kilgore 
refers as false angina. The etiology of these cases 
has been well discussed by him. In diagnosis I agree 
with him that the history is important. A therapeutic 
test which I occasionally use is nitroglycerin for the 
attack. That certain people are sensitive to tobacco, 
“tobacco angina,” has been demonstrated by instances 
in my own experience of men, usually young, who 
have found that tobacco precipitates precordial pain. 
Physical and laboratory examinations show no ab- 
normalities in these patients. 
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Donato J. Frick, M.D. (1136 West Sixth Street, 
Los Angeles).—Doctor Kilgore, in his paper on “An- 
gina and Other Precordial Pain,” tersely covered his 
subject in a most satisfying manner. What I have to 
say is at the same time irrelevant and pertinent. 

Many of us have long felt the undesirability of the 
term “angina pectoris.” It has formed a diagnostic 
scrap-basket; one of those generic names which sug- 
gests so much, yet specifies so little. It would be as 
appropriate to use the term “angina abdominis” for 
reflex pain due to renal colic, mesenteric thrombosis, 
or visceral perforation. 

Of late years we have found hidden under the in- 
clusive term (angina pectoris) a number of distinct 
pathologic conditions involving the heart, the great 
vessels and other thoracic organs. The retention of 
this title hinders the thorough sifting and _ classifi- 
cation of these various conditions. Accepted as a 
cause of death, it nullifies vital statistics in heart 
disease. 

If this term could be discarded in our generation, 
what a boon it would be to the laity of the future. 
Without this diagnostic smoke screen, search for the 
cause of chest pain would be more thorough and treat- 
ment more intelligent. Then, too, the victim of pre- 
cordial pain might be spared the casual diagnosis and 
the persistent fear that follows in its wake. A fear 
reborn with every news item of sudden death. from 
angina pectoris. A fear that is present from the first 
mention of the term to the end of the patient's life. 

The patient could be told he had intercostal neuri- 
tis, if that were true, and the heart be left out of 
the discussion. In another instance, coronary throm 
bosis could be explained and the wisdom of rest and 
future caution in activity pointed out. In neither case 
would this much dreaded term be mentioned, and the 
patient would live out his life in reasonable peace of 
mind, 

It is, then, for the sake of the patient and the phy- 
sician, with peace for the former and scientific ad- 
vancement for the latter, that angina pectoris should 
be thrown in the discard. 


2 


« 


Doctor Kitcore (Closing).—In view of most mod 
ern utterances on the terminology, I was expecting 
the attack on pseudo-angina, but not Doctor Frick’s 
repudiation of even the time-honored angina pectoris. 
Certainly both terms should be replaced by names 
designating specific morphologic changes or fune- 
tional mechanisms deviating from normal, if we could 
do so confidently in all, or even in most cases. But I 
cannot do that, and so I do not share Doctor Frick’s 
optimism that the average doctor can do it and that 
he would better our vital statistics by trying to do it. 
It is as often the exception as the rule that I can 
predict with assurance and with success the necropsy 
findings in undoubted cases of angina; and far less 
can I give a convincing explanation morphologically 
or functionally of the cases to which I refer as 
pseudo-angina. They are not tabes, pleurisy, herpes, 
and the like. And the use of such terms as “inter- 
costal neuritis” is a gesture of knowledge with a con- 
viction of ignorance. The name ‘“pseudo-angina” 
frankly connotes our ignorance of mechanism, while 
it affirms the all-important distinction from angina, 
and, therefore, when understood should give the 
maximum protection against anxiety neurosis. Yes, 
one could even approve of Doctor Dock’s “pseudo- 
tuberculosis” if the situation were in the least degree 
comparable, i. e., if tuberculosis were a symptom com- 
plex instead of a specific infection, and if its imita- 
tors were so ill identified and appeared under so many 
aliases as those of angina. However, we should all 
agree that the terminology is of secondary impor- 
tance. The real task is the diagnostic one of sepa- 
rating the pain with a threat from the one without 
it, and in this task in actual practice there is happily 
less disagreement. 
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GLUCOSE PER RECTUM—EVIDENCE OF 
NON-ABSORBABILITY* 


By BertNarp SMITH, M. D. 
Los Angeles 


Discussion by Clarence G. Toland, M. D., Los Angeles; 
Robertson Ward, M.D., San Francisco. 


HIE administration of glucose per rectum is a 

common therapeutic procedure, especially as a 
part of postoperative treatment and when oral 
feeding is difficult or impossible. The glucose is 
usually given by the drip method or, at a faster 
rate, in the form of nutrient enemata. An iso- 
tonic solution of the sugar is usually given by 
drip, but with the glucose enema the concentra- 
tion of the sugar is often much higher. Very 
little thought has been given to the effectiveness 
of such therapy, whatever has been the technique 
used or strength of glucose solution injected. 


REVIEW OF EARLY EXPERIMENTAL STUDIES 


A few of the earlier experimental studies on 
the absorbability of glucose from the rectum and 
colon are of interest because of the boldness with 
which conclusions are drawn. In 1902 Reach? 
reported slight increase in respiratory quotient 
alter rectal injections of glucose, and concluded 
that some sugar was absorbed. Hari and Halasz * 
reported studies on dogs after separation of the 
large and small bowel by ligation. ‘Their studies 
also show a slight rise in respiratory quotient and 
they state that an actual glycosuria may follow 
the rectal injection of glucose. Ornstein,* in a 
series of experiments on dogs, also concluded that 
some sugar was absorbed after rectal injection, 
and believed that glucose given with starch is 
completely absorbed. . 

Nagel‘ refers to the studies on patients re- 
ported by Czerny and Latschenberger, and to the 
experimental studies on dogs by Heile, as proof 
that glucose may be absorbed from the rectum 
and colon. More recently, Tallerman® has _re- 
ported observations on human subjects who were 
free of demonstrable rectal pathology. A solution 
of 180 cubic centimeters of normal saline, con- 
taining 60 grams of glucose, was instilled into the 
rectum in ten minutes and the effect studied by 
blood sugar analyses. Within thirty to nmety 
minutes after the injection was completed, the 
blood sugar showed a slight rise, with a maximum 
rise of 0.062 per cent, and an average increase 
of 0.019 per cent. He concluded from these re- 
sults that some glucose was absorbed. 

Diabetic patients will show a marked variation 
in the readiness with which liver glycogen may 
become mobilized in response to nervous stimula- 
tion and to mechanical pressure change in the 
intestinal tract. The sensitive patient can show a 
slight blood sugar rise from the insertion of the 
rectal tube, with later and more marked increase 
in the blood sugar if the amount of solution in- 
troduced into the rectum is sufficient to cause 


* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the fifty-ninth annual 
session at Del Monte, April 28 to May 1, 1930. 
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pressure within the lumen of the gut. Such in- 
creases in the blood sugar do not indicate, neces- 
sarily, that glucose is absorbed. In fact, slight 
increases may appear in blood sugar when dis- 
tilled water or simple saline solution are injected 
into the rectum in small amounts. The very slight 
increases in respiratory quotient that have been 
reported might be influenced by the reversal 
change to glycogen synthesis that could follow 
the increases in blood sugar from. stimulation. 
srodie ® and his collaborators report that distilled 
water instilled into the bowel will cause increased 
oxygen consumption. 
LATER REPORTS 

Rubino and Varela? in 1922 reported studies 
on normal human subjects, using rectal injec- 
tions in varying strengths of glucose, levulose and 
galactose, and found no sufficient increase in 
blood sugar to indicate absorption. Franke and 
Wagner ® studied blood-sugar curves of dogs 
after rectal injections of 25 grams of glucose in 
a 25 per cent solution and found no actual evi- 
dence of sugar absorption. Levi’ studied the 
effects of rectal injections, using 500 cubic centi- 
meters of glucose solution, ranging in strength 
from 10 to 16 per cent, with human subjects that 
included normals, diabetic patients and postopera- 
tive cases. Four of the eight diabetic patients 
studied showed no early rise in the blood-sugar 
curves. All of the diabetic patients showed a de- 
crease in blood sugar after the first thirty minutes 
following the injection, with an average decrease 
at the end of two hours of 29 milligrams below 
the level of the fasting blood sugar. Levi con- 
cludes that at best only very small amounts of 
glucose are absorbed from the colon. 

McNealy and Willems,’® in a recent report, 
show the results of studies on fifteen dogs with 
isotonic glucose solution. Loops of ileum and of 
colon were isolated from the remaining bowel. 
After washing both loops with saline solution, 
from 50 to 75 cubic centimeters of five per cent 
glucose solution were injected. The sugar solu- 
tion was allowed to remain in both loops for 
thirty minutes, after which the loops were drained 
and washed with saline. Then glucose of the same 
value and strength was again injected and re- 
tained for one hour. The sugar solution was 
again drained off and the loops washed and esti- 
mations made of the amount of sugar and the 
volume of solution recovered. The data obtained 
shows the full recovery of all glucose’ injected 
into the colon loop, with a possible error of 50 to 
100 milligrams, and an absorption of a small 
amount of liquid. From the ileum loop both 
glucose and water were absorbed. 

Pressman,'' in the last month, has published 
studies on seven human subjects. He has used 
a hypertonic glucose solution of 33 1/3 per cent 
strength, injecting 240 cubic centimeters into the 
rectum in a ten-minute period, and studied the 
blood-sugar curves for the succeeding four hours. 

None of the blood-sugar curves of his series show 
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Chart 1.—Absorption of liquid Chart 2. 
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Chart 3.—Blood-sugar changes fol- 
lowing the administration of 80 
grams of glucose by mouth and by 
rectum (Pressman), 


of 80 


meters. Ileum. 7 . Glucose given by mouth, 
@---@ Solution in cubic centi- Glucose given by rectum, 
meters. Colon. 


- Glucose in grams. Ileum 
--- Glucose in grams. Colon, 
The difference in values be- 
tween first and final figures repre- 


sent the totals of liquid and glu- 
cose unrecovered from ileum and 
colon. 


definite evidence of glucose absorption and, in 
each case, the blood sugar value at the ninety- 
minute period after glucose injection is at, or 
below, the level of the fasting blood sugar value. 
Pressman also shows the recovery from stool fol- 


Sinapte. elven. 


lowing the glucose enema of an average of 24 
per cent of the total sugar injected, with the high 
value of 42 per cent in one instance after the 
sugar had been retained in the bowel four hours. 
Implantation tests of glucose and stool mixtures 
showed the loss of 90 per cent of the glucose 
through the activity of intestinal bacteria. 

The studies that have been cited furnish evi- 
dence that if any absorption of glucose occurs 
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Chart 4. Blood-sugar changes Chart 5.—Blood-sugar changes Chart 6.—Blood-sugar changes fol- 
following administration of glu- following administration of glu- lowing administration of glucose by 
cose by mouth and by rectum, cose by mouth and by rectum mouth and by rectum (Pressman). 


Glucose given by mouth, 
Glucose given by rectum, 


(Pressman), 
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Glucose given by mouth. 


Glucose given by mouth. 
Glucose given by rectum. 


Glucose given by rectum. 
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Chart 7.—Blood-sugar changes fol- 
lowing administration of glucose by 
mouth and by rectum (Pressman). 

Glucose given by mouth. 
Glucose given by rectum. 
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Chart 8.—Blood-sugar changes 
following administration of glu- 
cose by mouth 
Data of reaction 
rectum compiled from reports of 
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Chart 9,—Blood-sugar curves fol- 
lowing enema of 80 grams of glu- 


and by rectum. cose in 250 cubic centimeters of 


to glucose by water, and after saline enema 
(Pressman), 


Levi, Tallerman, and Pressman. 


@ One 


and five-tenths 


grams of glucose per kilogram. 
Given by mouth, Average of 
twenty-five cases. 

O—O Eighty grams of glu- 
cose given by rectum. Average 
of twenty-four cases. 


from the rectum and colon the amount is so small 
a fraction as to be of no therapeutic value either 
for nutritional need or as a means of preventing 
or overcoming any disturbance of acid-base bal- 
ance. The evidence that even a small part of the 
injected glucose is absorbed is still inconclusive, 
whether an isotonic or hypertonic solution is used, 
since the reported increases in blood sugar and 
respiratory quotient are too slight to be definite 
proof of additional glucose intake. Cannon '* in 
1902 stated that there was little or no absorption 
from solutions in the colon or rectum, and _ his 
opinion would appear to be sound as pertains to 
solutions of glucose. 

While there does appear to be some absorp- 
tion of liquids from the lower bowel, the report 
of McNealy and Willems '® gives evidence that 
in isotonic glucose solutions the amount of liquids 
absorbed is insignificant. There is the possibility, 
as evidenced from these findings, that glucose 
may act in the bowel much the same as a salt that 
is absorbed to but little or no degree, when the 
salt is the main factor in exerting osmotic pres- 
sure.’* The effort to bring about osmotic equili- 
brium might result in a reversal of fluid flow into 
the bowel lumen and result in an increase, rather 
than a correction, of an existing dehydration of 
the body tissues. 

The experimental data shows that the blood 
sugar can be decreased by the instillation of glu- 
cose in any strength of solution into the lower 
bowel. It is possible to bring about a degree of 
hypoglycemia in this way in the more sensitive 


patient that would be sufficient to lower both 
blood pressure and blood volume, or disturb the 
acid-base balance similar to that seen in over- 
dosage of insulin in diabetes, with a sharp shift 
to an alkalosis. Such circulatory disturbance, 
without an associated chemical imbalance, may 
complicate and prolong postoperative convales- 
cence. We must bear in mind that normal wound 
healing depends on adequate blood supply and 
that this blood supply is influenced by existing 
subnormal values of certain items in blood chem- 
istry as well as by values that are increased to a 
marked excess over the requisite normal. 


1930 Wilshire Boulevard. 
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DISCUSSION 

Crarence G. Totanpo, M.D. (1930 Wilshire Boule- 
vard, Los Angeles).—The final test in any therapeutic 
procedure is its clinical efficacy, and Doctor Smith’s 
paper has presented grave evidence against a time- 
honored practice. 

For years the use of glucose by rectal drip has been 
an accepted routine treatment for any condition with 
actual or threatened acidosis where oral administra- 
tion is impossible. 

More recently, the suspicion has grown that the 
results were negligible and this paper seems to crys- 
tallize such suspicions into actual proof. We have not 
used glucose by rectum for several years. The 
amount that could be retained in twenty-four hours 
amounted to but 100 to 150 grams, and we were not 
convinced it was absorbed, 

Alone it usually failed completely to reduce an ex- 
isting acidosis. Then, too, we found a certain number 
of patients complaining of rectal irritation, possibly 
analogous to the pruritus occurring in the genital 
organs in diabetes. We accordingly. have given glu- 
cose when needed by vein and restricted rectal drip 
to normal saline. 

An additional point of interest suggested by the 
paper is this: the possibility that glucose by rectum 
actually may inhibit the utilization of glucose given 
coincidentally by vein. Doctor Smith suggests that 
there is little absorption from the bowel of liquid 
with glucose in solution and that existing dehydration 
of the body actually may be increased by attraction of 
fluid into the bowel lumen. 

Ravdin has shown that dehydration definitely im- 
pairs the ability of the liver to remove glucose from 
the blood stream. For this reason he advises the use 
of glucose intravenously in either an isotonic or 
slightly hypertonic solution given slowly, or if given 
in the usual concentrated 50 per cent solution, to give 
abundant saline solution to overcome dehydration. 
The use of the more easily absorbed normal saline 
by rectum thus facilitates the utilization of glucose 
given by vein and the use of glucose by rectum in- 
hibits it. 

The failure clinically of patients to respond to the 
use of glucose by rectum, coupled with the experi- 
mental evidence given by Doctor Smith, convinces us 
that the use of glucose by rectum is a therapeutic 
measure of little value and well worth abandoning. 


“- 


Ropertson Warp, M. D. (384 Post Street, San Fran- 
cisco).—As Doctor Smith points out, the administra- 
tion of glucose solutions by rectum is a common 
therapeutic procedure. It is far too common. It is 
analagous to draining the abdominal cavity. These 
two procedures are so similarly misused that a com- 
parison is worth while. Both have the weight of 
precedence behind them, both fail to accomplish what 
we hope for them, and both actually do harm. 

It is difficult enough to make the medical profes- 
sion take up new things of real value and almost im- 
possible to make them drop the time-honored but 
thoroughly exploded therapeutic pets of their grand- 
fathers. We have all administered glucose by rectum 
with the feeling that though it might not furnish a 
readily available fuel to the system, it would at least 
do no harm. The excellent work of Pressman and 
others, which has been reviewed by Doctor Smith, 
gives ample evidence that the glucose is not made 
available to the system and shows as well that it does 
exactly what we plan to avoid, it lowers the blood 
sugar, thus taking our much needed fuel out of the 
circulation. Armed with this evidence it should be 
easy for us to throw this procedure into the thera- 
peutic junk heap. 

From the patient’s point of view it is well to em- 
phasize the colon irritation involved in our misguided 
attempts. A few years ago we made proctoscopic 


examinations following the administration of various 
types of solution by rectum. 


These included normal 
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salt solution, soap suds and hypertonic solutions of 
other salts as well as plain water. In all except the 
normal salt solution, we found signs of mucosal irri- 
tation varying from mild edema to punctate hemor- 
rhagic areas. It is logical to conclude that similar 
results would be obtained with glucose solutions, and 
in that case it is little short of cruelty to add this 
burden to the already sick individual. 

Doctor Smith is to be thanked for putting before us 
data which will help push into the discard a_ pro- 
cedure of which we have all been suspicious but 
to which we have clung because handed down with 
the seal of approval from the generation before. 


OBSTRUCTION FOLLOWING GASTRO- 
ENTEROSTOM Y—ITS MECHANICAL 
FACTORS* 


By Frep R. Farircuiip, M.D. 
Woodland 


Discussion by Ernst Gehrels, M.D., San Francisco; 
Robertson Ward, M.D., San Francisco. 


T is the purpose of this paper to consider the 

causes of obstruction following gastro-enteros- 
tomy. This complication is still an experience 
occasionally met by the most competent surgeons 
and with patients where, immediately following 
operation, no difficulty was anticipated. 

The discussion is based on problems made 
familiar by personal observation, an experience 
which we believe is at some time shared by all 
gastric surgeons. The paper is limited to a con- 
sideration of those postoperative obstructions 
which come by reason of mechanical causes only. 


POSTOPERATIVE COMPLICATIONS 


The usual result obtained by gastro-enteros- 
tomy, as a cure for peptic ulcer, is all that could 
be desired. It is unfortunate that this statement 
must be qualified by “usual.” But the truth 
is that sometimes the postoperative outlook is 
not happy. At infrequent intervals the train of 
symptoms, which we have come to recognize as 
obstructive, follows our work. It is a fact recog- 
nized by gastric surgeons that this complication 
occurs most frequently in the thin, asthenic sub- 
ject, who would seem to present the minimum of 
technical difficulty. The stout individual with the 
high, transverse stomach, which is with difficulty 
brought into position for operation, rarely gives 
cause for postoperative apprehension. These ob- 
servations are significant. 

It is instructive to note the similarity in the 
untoward postoperative symptoms which have 
occasionally followed from the time of the first 
short circuits of stomach and bowel. As we follow 
the evolution of this operation we are impressed 
with the fact that many of the changes in tech- 
nique were calculated to correct complications that 
were anticipated, rather than to prevent their 
occurrence. We believe that the frequent post- 
operative complications following the work of the 
pioneers in gastric surgery were not different in 

* From the 
Woodland. 

* Read before the meeting of the Nevada State Medical 
Association held in Elko September 27 and 28, 1929. 
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Fig. 1.—(a) Wolfer’s long loop anterior gastro-enterostomy. (b) V. Hock- 
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to pass from stomach over the 
stoma and down the efferent 
loop—Rockwitz, in 1887, sug- 
gested an isoperistaltic open- 
ing as logical. In effect the 
application of this suggestion 
was nil. (Fig. 1, c.) 

Then came Kocher’s valve 
operation, still based on a mis- 
conception of the fundamental 
difficulty. By his valve forma- 
tion in the distal portion of 
the lumen of the efferent loop 
he thought to prevent regurgi- 
tation; this procedure had no 
beneficial effect. (Fig. 1, d.) 

Braun and Jaboulay, like 
Kocher, recognizing a symp- 
tom but misinterpreting the 
cause, made a suggestion for 
the correction of the “vicious 
circle,” as the unfortunate 


ee postoperative syndrome had 


come to be known. They anas- 
tomosed the afferent and ef- 


er’s long loop posterior retroperistaltic gastro-enterostomy. (c) Rockwitz’s 


long loop posterior isoperistaltic gastro-enterostomy. 


operation added to Rockwitz'’s gastro-enterostomy. (e) 
lay’s anastomosis of afferent and efferent loop. (f) Roux’s Y operation. 


(d) Kocher’s valve ferent jejunal loops, which 
Braun and Jaboa- 


procedure, if it did nothing 


(g) Peterson’s short loop isoperistaltic posterior gastro-enterostomy. more, gave relief from the 


cause from the occasional postoperative compli- 
cation that we ourselves encounter. They were 
probably dealing with true obstruction, but at- 
tempting to explain the symptoms on a physio- 
logical rather than on a mechanical basis. With 
this thought ‘in mind it will be profitable to make 
a very hasty survey of the steps in the develop- 
ment of the operation. 


DEVELOPMENT OF DIFFERENT SURGICAL 
PROCEDURES 

Wolfer with Nicaladoni did the first gastro- 
intestinal short circuit in 1881. The procedure 
shortly became fairly general, but vomiting, re- 
gurgitant, profuse and often fatal, was a common 
postoperative complication. The earlier opera- 
tions were all done with a 
long, proximal loop, placed 
anteriorly. (Fig. 1, a.) 

Von Hacker thought to 
avoid the unsatisfactory post- 
operative sequence, which so 
often followed, by placing the 
opening in the posterior aspect 
of the stomach. He also used 
the long loop. Little, if any, 
improvement followed the 
changed technique (Fig. 1, b.) 





Rockwitz believing, as did 
his contemporaries, that the 
failure of the first portion of 
the bowel to function was due 
to a physiological cause 
ability of the peristaltic wave 








symptoms of acute obstruc- 
tion. If the obstruction chanced to be at the stoma 
on the afferent loop side, it should have given 
good results. If the obstruction chanced to be at 
the stoma on the effert loop side, the operation 
at best could have meant no more than relief of 
the obstruction and restoration of the original pre- 
operative condition. (lig. 1, e.) 

Roux’s “Y” operation was ingenious and simple. 
It was a distinct advance and, from a mechanical 
standpoint, would seem to be an operation less 
liable to postoperative complication than even our 
generally accepted, short-loop, posterior gastro- 
enterostomy. But for one thing it might still be 
the favored operation. This one weakness is 
generally considered to be fundamental. By this 


3 Fig. 2.—(a) Illustrating little variation in position of stomach with one 
In- type of individual. 
in another type of individual. (c) Illustrating lateral variations in stomach 
with different individuals. 


(b) Illustrating extreme variation in position of stomach 
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technique, the bile is delivered 
to the jejunum below the 
stomach. The operation does 
not, therefore, result in the 
alkalinization of the gastric 
fluids. If such change in 
chemistry is, as many believe, 
the prime factor in the heal 
ing of peptic ulcers following 
gastro-enterostomy, the pro- 
cedure is condemned. (lig. 
i,t.) 

The _ first no-loop, 
properly short-loop, posterior 
gastro-enterostomy was done 
by Petersen in 1900, That this 
was a great step in advance in 
technique is evidenced by the 
fact that this procedure is still 
the operation of choice. Since 
then the technical modifica- 
tions have been minor. Mayo 
has contended, and experience 
seems to have proved, that an 
isoperistalic opening has no 
consistent advantage over a 
retroperistaltic opening. Moy- 
nihan has felt that a vertical 
stoma functions better than a 
transverse one. Arguments 
have been presented by differ- 
ent men favoring the opening 
in various parts of the stom- 
ach ; toward the cardia ; toward 
the pylorus; higher up pos- 
teriorly and at the most de- 
pendent portion. There is no 
unanimity of opinion that any 
of these procedures has a ma 
terial advantage over the 
others. ( Fig. a g.) 


more 


Fig. 3. 
duodenum downward and to the left. (c) 
of jejunum. 


MECHANICAL BASIS OF 
COMPLICATIONS 


CERTAIN 


The experience of later years has taught us 
that the complications which we are discussing 
are not to be explained on any physiological basis, 
but that they are truly mechanical. The new 
opening does not function because of obstruction 
And obstruction may occur whether the stoma is 
anterior or posterior, whether the loop is long 
or short, whether the opening is iso- or retro- 
peristaltic, large or small, whether it be placed at 
the most dependent portion of the stomach or 
higher in the wall, or whether it be in the cardiac 
or pyloric end of the stomach. All of these vari- 
ations have been advocated by surgeons of wide 
experience. The operation with any of the modi- 
fications has been and still is satisfactory in 
results except for the occasional case. The com- 
plication—obstruction—still with all sometimes 
occurs. In just what percentage ratio under the 
different methods, it is not possible to say. 

Sut that it does occur would seem to indicate 





(a) Course of duodenum upward and to the left. 
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(b) Course of 
Long mesentery for first portion 


(d) Short mesentery for first portion of jejunum. 


a cause not peculiar to any technique. It is our 
feeling that it may be due to the attempted appli- 
cation of a fairly well standardized method to 
individuals of marked physical variations. Let 
us consider, then, those anatomical differences in 
individuals that are of sufficient importance to 
necessitate modifications in the operation. 

There are three structures that are concerned 
directly in every gastro-enterostomy—the stom- 
ach, the first portion of the jejunum, and the 
transverse mesocolon. In health their positions 
in the abdomen vary greatly and their relative 
positions for different individuals may be quite 
dissimilar. 

The roentgen ray has taught us that the stom- 
ach in a stout, well-muscled person may be high 
in the abdomen and in a transverse position. Its 
relation to other abdominal viscera varies little 
whether the owner assumes a horizontal or a 
vertical posture (Fig. 2,a). In the thin, asthenic 
person the picture is altogether different. The 
stomach in this case will often be found to be an 








a. AS 





December, 1930 OBSTRUCTION 





organ that, with different po- 
sitions of the body, has greatly 
changed relations to other ab- 
dominal structures. In reclin- 
ing, it may be high and trans- 
verse. On sitting or standing, 
it may drop until a consider- 
able portion of the viscus is in 
the pelvis (Fig. 2, b). Like- 
wise we have learned to recog- 
nize that marked lateral varia- 
tions from the median line are 
to be expected. The major 
portion of the stomach may be 
to the right or to the left 
(Fig. 2,c). For the individual 
none of these variations is a 
cause for symptoms. lor that 
person the condition is normal. 

The jejunum, like the stom- 
ach, varies in characteristics. 
Its proximal portion is fixed 
as it enters the greater abdom- 
inal cavity under the ligament 
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tk. a wie Fig. 4.—(a) Relation between the stomach—transverse mesocolon and 
of Treitz. The fixed portion jejunum in the stout individual. (b) Relations between the stomach—trans- 


is subject to a considerable 
variation, vertically as well as 
horizontal. The direction of the bowel at this 
position is roughly from left to right, but it may 
he from right to left and markedly upward (Fig. 
3,a), or downward (lig. 3, b). The mesentery of 
the jejunum may in one person be long at the very 
beginning of the organ, permitting the first por- 
tion of the jejunum to come sharply forward and 
assume naturally almost any position in which it 
may be placed (Fig. 3,c). In another individual 
the mesentery may be short, denying to this por- 
tion of the jejunum any great choice of position 
(Fig. 3, d). 

The transverse mesocolon likewise has its indi- 
vidual characteristics. It is apt to resemble its 
owner in being short and very fat (Fig. 4,a), or 
long and very thin (Fig.4,b), and by reason of 
these dissimilarities the technique will have to be 
altered. 

With the normal variations of the three struc- 
tures in mind, which enter into the mechanics of 
every gastro-enterostomy, we are in a position 
to discuss the modifications in the technique that 
these variations may compel. 

Attention was called to the fact that before 
operation the relative positions of the structures 
in an individual may vary greatly and normally 
from different factors, the most marked change 
of course being due to gravity, as the position of 
the body is altered. Postoperatively the positions 
of these three structures are subject to little rela- 
tive variations. The efferent loop of the jejunum 
is fixed at its proximal extremity by nature; it 
becomes fixed at its distal extremity to the stom- 
ach by suture. The transverse mesocolon is fixed 
normally at its point of origin from the posterior 
aspect of the abdominal cavity. Postoperatively 
the margins of the opening through it are sutured 


verse mesocolon and jejunum in the asthenic type of individual. 


about the gastro-enterostomy opening. We have, 
then, a condition in which a portion of the stom- 
ach, the afferent loop of the jejunum and the 
transverse mesocolon are fixed in a relative posi- 
tion to each other, from which position they can- 
not escape. But only a portion of the stomach 
is so fixed, namely, that portion to which the 
jejunum and transverse mesocolon are fastened. 
The remaining portion of the stomach has not 
had its mobility impaired. 


PRACTICAL APPLICATION OF PREVIOUS 
OBSERVATIONS 

The practical application of these observations 
is, plainly, that for each gastro-enterostomy the 
anatomy of the individual must be considered ; 
that a technique entirely satisfactory for one 
patient may leave postoperative conditions in an- 
other inviting obstruction. 

Regarding the length of the afferent loop, it 
seems obvious that this segment of the bowel 
must be longer or shorter, depending on the sub- 
ject. The loop that would function perfectly with 
the high transverse stomach with little mobility 
would suspend the greatly prolapsed organ at its 
stoma. The length of the loop is certainly one 
of the determining factors for a condition in 
which the relation of the stomach to the jejunum 
will or will not be a natural one after operation. 
We must not forget that this length must vary 
with each individual. 

As noted, like the jejunum, the transverse 
mesocolon has one fixed extremity before opera- 
tion and a second fixed portion after operation. 
After the margin in the opening of the meso- 
colon is closed by suture to the stomach, the stoma 
must remain in a more or less completely fixed 
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position in the abdominal cavity, 
depending on the character of 
that particular mesocolon and 
whether the mesocolonic opening 
has been placed near to the base 
or near to the periphery. As in 
a too short afferent jejunal loop, 
so in a mesenteric opening too 
near the base a prolapsed stom- 
ach would tend to drop on all 
sides from the suspended stoma 
(lig. 5, a), while an opening in 
this structure near its periphery 
would increase the radius to such 
an extent as not to limit the 
natural excursion of the stomach 
( Fig. 5 a). It ts also obvious 
that an opening in the transverse 
mesocolon, if placed too near 
to its base, or too far to the 
right or to the left, would hold 
the stoma in an abnormal and 
fixed position, causing dysfunc- 
tion even if every other factor in 
the operation had been completed 
in a perfect manner. We would 
suggest, then, that, rather than 
to always accept the usual po- 
sition for the mesocolonic open- 
ing, careful consideration should 
be given to the mechanics of the 
situation and the opening made 
near the base or periphery to the 
right or to the left, according to 
the demands made by the physical 
type of the patient (lig. 5). 

\s to the question of an iso- 
versus a_ retroperistaltic stoma, 
after the necessity of an isoperi- 
staltic stoma had been very gen- 
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erally accepted, it seems to have e. (/ % 

been proved that the retroperi- df (S; 

staltic method served equally ur 2 

well. May this not mean that the ns wv 

method of choice should be one 

or the other, depending on the Fig. 5.—(a) Correctly placed opening in transverse mesocolon for a pro- 


; s * . lapsed stomach. 
physical characteristics of the in- 


dividual? We have seen obstruc- 
tions to one or the other of the 
loops at the opening, due to 
angulation. On reopening the 
abdomen it seemed obvious that, had the intestine 
been attached to the stomach in the opposite direc- 
tion, the complication would not have occurred, 
as the reverse position would have been for that 
individual a natural one and angulation would 
have been avoided. 

We have observed obstruction caused by the 
opening in the transverse mesocolon sliding down- 

yard over the stoma, resulting in a hernia of one 
or the other or both loops through the opening. 
This accident is certainly due to imperfect tech- 
nique, but there is a factor which makes it not 
a remote one in probability. It is our opinion that 
it is of more frequent occurrence than is gener- 


(a’) Effect of too high an opening in transverse mesocolon 
for a prolapsed stomach. (b) Correctly placed opening in transverse meso- 
colon for a stomach normally placed far to the left. (b’) Effect of placing 
opening in transverse mesocolon too far to left in stomach of this type. 
(c) Properly placed opening in transverse mesocolon for a stomach normally 
placed to the right. (c’) Effect of placing opening in transverse mesocolon 
too far to the right in stomach of this type. 


ally supposed. In the position of the stomach 
when the anastomosis is being made (Fig. 6, b) 
the gastrocolonic omentum is reflected from its 
gastric attachment upward in front of the stom- 
ach. The incision in the stomach is usually near 
this omental attachment. The anastomosis being 
completed, the next step in the operation is to 
attach the anterior half of the margin of the meso- 
colon forming the mesocolonic opening to the 
stomach at a greater or lesser distance above the 
stoma, according to the preference of the surgeon. 
It frequently happens that on completion of the 
anastomosis the gastrocolonic omental attachment 
is very near to the line of suture. Unless care is 
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exercised the sutures uniting 
the mesocolon to the stomach 
will pass through the upward 
reflected gastrocolonic omen- 
tum (Fig. 6, b-2). Under 
these conditions the union of 
the transverse mesocolon to 
the stomach will be imperfect 
and the sutures will be sub- 
jected to a considerable strain 
when the omentum and the 
transverse colon are placed in 
the abdominal cavity in the 
normal position. by reason of 
this the opening in the meso- 
colon is apt to be drawn down- 
ward over the stoma in such 
manner as to obstruct the 
loops of the jejunum (Fig. 
6, ¢). To avoid this complica- 
tion it would seem logical to 
entirely detach from the stom- 
ach that portion of the gastro- 
colonic omentum which is in 
the way, insuring a firm and a 
perfect line of suture of the 
transverse mesocolon to the 
stomach wall in whatever po- 
sition is desired. 


Gastrocolic 
omentum 


ereater lMEN?P yr, 





l“mphasis has been placed on the necessity for 
a sufficiently large stoma. An opening smaller 
than the loop of the jejunum would obviously 
obstruct. An opening only as large as the lumen 
of the jejunum would seem to be sufficient, but 
would in fact be a contributing factor to a me- 
chanical obstruction if it should happen that there 
were any angulation of either the afferent or 
efferent loops at the stoma. There is no apparent 
objection to a large opening for, in any case, the 
outlet can be no larger than the lumen of the 
jejunum. And with a large opening, angulation 
would be much less likely to interfere with the 
emptying of the afferent loop or of the stomach. 

The contention that the stoma should be placed 
at the most dependent portion of the stomach 
would seem to have little merit theoretically and 
less merit, in fact, if we are permitted to draw 
deductions from the normal relations of the py- 
loric opening to the stomach. [Experience does 
not lead us to conclude that this is a material 
point. Certainly an anastomosis at the most de- 
pendent portion of the stomach, made at the 
expense of leaving the jejunum in an unnatural 
relation to the viscus, would be bad surgical 
judgment. 

There are surgeons who feel that their results 
are better if the stoma is placed toward the cardia. 
Others contend that the opening placed far down 
on the pylorus gives a better function. Neither 
contention seems right for general application. 
It would seem that the position selected should 
depend on the structure of the individual. As 
previously suggested, a careful study of gastric 
roentgenograms will show a remarkable variation 
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§.--Sagittal 
in normal position. 
omentum reflected upward during operation. (1) Properly placed suture in 
uniting anterior part of opening to stomach. (2) Suture placed inadvert- 
ently through t. m. ec. 
tion in efferent loop, the result of improperly placed suture. (c) Angulation 
and obstruction, the result of improperly placed suture. 


section through efferent loop. (a) With transverse 
(b) Showing transverse mesocolon and gastrocolic 


and gastrocolic omentum with angulation and obstruc- 


in different subjects, not only in the vertical but 
also in the lateral relations of the stomach to the 
abdominal cavity. We have pointed out that one 
end of the afferent loop is fixed in a fairly con- 
stant position and have suggested that the length 
of this loop should vary according to whether the 
stomach is normally high or low. If we are to 
avoid angulation by reason of the lateral vari- 
ation in the position of the stomach, it will be 
necessary to select for the stoma a point toward 
the pylorus, in the center or on the cardia, depend- 
ing on which one of these positions will permit 
the stomach and jejunum to assume a postopera- 
tive position in the abdomen without tension on 
either the afferent or efferent loops (Fig. 7). 
Another postoperative complication that is 
worthy of mention is the obstruction which may 
follow from a herniation of the efferent portion 
of the small bowel through the opening which is 
made by the union of the afferent loop to the 
stomach. This accident has been reported but six 
times. At the Woodland Clinic we have recently 
seen a patient who, about one month after his 
discharge from the hospital, after having made 
an uneventful convalescence following gastro- 
enterostomy, done for the cure of a peptic ulcer, 
returned with evidence of acute and complete 
obstruction high in the intestinal tract. Immedi- 
ate exploration demonstrated the fact that through 
this opening about two-thirds of all the small 
bowel had herniated. Fortunately the patient 
came almost immediately after the onset of the 
trouble. The condition was easily corrected and 
his recovery was prompt. When we consider that, 
following every gastro-enterostomy, this opening 
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between the afferent loop and the 
stomach is left, the question 
becomes one of interest as to 
whether this accident may not be 
more common than we have pre- 
viously thought it to be, and 
whether it might not be wise to 
consider some method by which 
the complication might be antici- 
pated and prevented. 


SUMMARY 


A brief review of the steps 
in the evolution of the opera- 
tion, gastro-enterostomy, with 


the observation that postopera- 
tive obstruction has not been uni- 
formly eliminated by any pro- 
cedure. 

A query as to whether the fail- 
ure to always avoid the complica- 
tion — postoperative mechanical 
obstruction—may not be due to 
the application of a too nearly 
standardized technique to all in- 
dividuals without giving consid- 
eration to their great variations 
in anatomical structure. 

Stresses the fact that, before 
operation, the relative positions 
of the structures concerned in 
a gastro-enterostomy are not 
fixed. After operation they are 
fixed and unless the mechanics 
of the situation are so worked 
out that they will be fixed in 
a relatively normal position with- 
out stress or angulation, dysfunction will result. 


wall of stomach. 


Suggestions as to the modifications necessary 
in the length of the afferent loop, position of 
opening in transverse mesocolon and position and 
character of the stoma, made necessary by the 
anatomical variations of individuals, to secure a 
relatively normal relation of the structures after 
operation, 

Woodland Clinic, 

DISCUSSION 


Ernst Genrets, M.D. (490 Post Street, San Fran- 
cisco).—This paper is an excellent and comprehensive 
study of the mechanical factors which may be causes 
of obstruction after gastro-enterostomy. To eliminate 
these is important because a postoperative obstruc- 
tion, once fully developed, always means a trying 
situation. If measures such as stomach lavage, con- 
tinuous gastric drainage, change of position, have 
failed, a relaparotomy becomes inevitable and the sit- 
uation becomes often a desperate one. It is especially 
difficult to handle if a very short loop has been used 
for the posterior gastro-enterostomy. For this reason 
and because obstruction is less likely to occur, I have 
been using long-loop anterior gastro-enterostomy 
with entero-anastomosis for some definite indications: 
First, in all cancer cases (in these there is no danger 
of jejunal ulcer); second, in cases of severe dilation 
of the stomach from obstructing pyloric ulcer, as the 
danger of obstruction is especially great in a dilated 








toward pyloric end of stomach. (c) 
cardiac end of stomach. (d) 





Vol. XXXIIT, No. 


Fig. 7.—(a) Correctly placed stoma. (b) Effect of stoma placed too far 


effect of stoma placed too far toward 
effect of stoma placed too high on posterior 


flabby stomach, which may easily cause kinking of a 
posterior gastro-enterostomy. In this latter type an 
anterior gastro-enterostomy with anastomosis is much 
safer, in my opinion. It has the added advantage that 
any secondary operation as, for instance, a later pylo- 
rectomy, is much easier than after posterior gastro- 
enterostomy. It is doubtful and not borne out by 
practical experience that anterior gastro-enterostomy 
carries a greater risk of jejunal ulcer. 

In most of the cases of “vicious circle” that I have 
seen, extensive adhesions were found as the cause of 
the obstruction. Two cases occurred when a gastro- 
enterostomy had been added to a gall-bladder oper- 
ation. The traction of the stomach to the right side 
toward the gall-bladder bed was apparently the cause 
of the obstruction. Accordingly, I would also prefer 
the anterior type if gastro-enterostomy became neces- 
sary in conjunction with cholecystectomy, 

All these mechanical factors are of importance. 
However, some cases of obstruction are undoubtedly 
due to peritonitis from a blow-out in the suture line, 
and other causes, 

There is a large remaining group of cases which 
cannot be explained either by mechanical obstruction 
or by peritonitis. In these cases the gastro-enteros- 
tomy opening has been found intact at relaparotomy, 
the afferent and efferent loop were filled, and _ peri- 
tonitis was ruled out by autopsy. For such cases, a 
dynamic factor, either atony of the stomach or a 
spastic block of the jejunum below the anastomosis 
offers the only explanation. Space is too short to 
allow me to go further into this interesting subject. 
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Ropertson Warp, M. D. (384 Post Street, San Fran- 
cisco).—This is a very timely discussion of a question 
of major importance in gastric surgery. Obstruction, 
following a gastrojejunostomy, or malfunction of an 
anastomosis in which the technical steps have been 
abeve reproach, is a thing we have all seen. 

The problems surrounding recurrent peptic ulcer, 
or marginal ulcer, following gastrojejunostomy, are 
far from settled at the present time. The elimination 
of the use of intestinal clamps during operation is 
unquestionably a tremendous advance in the atrau- 
matic technique which helps prevent ulcerations. Ex- 
planation of their occurrence has not been clarified 
in many instances by attack from the chemical, bac- 
teriological or mechanical viewpoints. I feel that the 
answer lies in between. Certainly the bacteriological 
factor should be dealt with by eliminating foci. The 
actual mechanical factor is a large one and probably 
the most important. Interference with blood supply 
and its attendant areas of lowered resistance are quite 
as important as the visceral obstruction which keeps 
the acid stomach content in contact with these areas 
for long periods of time. If the mechanical difficulties 
have been overcome, as indicated in the paper, the 
vascular and chemical difficulties automatically dis- 
appear, 

The lesson to be learned from Doctor Fairchild’s 
discussion is one which cannot be emphasized too 
strongly, nor too often repeated; that is, each patient 
is an individual problem and must be treated as such. 
No one would think of attempting to standardize the 
operation for removal of a brain tumor or treat every 
lame patient by the same procedure. This holds true 
of peptic ulcers, and I feel that gastrojejunostomy 
itself is far too often used when gastroduodenostomy 
would answer the need with a great deal less chance 
of unpleasant sequelae, especially obstruction, as well 
as with more nearly physiological results. 

‘The emphasis placed upon proper application of an 
iso- or antiperistaltic loop, the proper site on the 
posterior surface of the stomach for the anastomosis, 
the proper location of the mesocolic perforation and 
the proper length of the jejunal loop, to suit the 
patient, is well placed. Our slogan might well be, 
“Fit your operation to your patient. Don’t become 
standardized.” 


UROSELECTAN — REACTIONS 
ACCOMPANYING ITS PRACTICAL 
APPLICATION* 

REPORT OF CASES 


By Greorce W. Hartman, M.D. 
San Francisco 


THe importance of recent developments in 
intravenous urography might well be placed 
on a parity with the improvement in procedures 
brought about through the cystoscope, the x-ray, 
and instrumental pyelography. It may not be 
amiss first to mention a few of the higher lights 
of renal visualization by means of renal excretion. 
In 1905 Volcker and Von Lichtenberg, following 
cystoscopic pyelography, conducted a series of 
experiments, using colloidal solutions of heavy 
metals, but these were found to be too toxic. 
Continuing the studies, Rowntree tried sodium 
iodid intravenously, and in 1923 published his 
results, which, though not satisfactory, were sufh- 
cient to impel further search for a shadow-casting 
medium. Rosenow, using a combination of urea 


*From the San Francisco Polyclinic and Stanford Surgi- 
cal Service. 

*Read before the meeting of the Western Branch of the 
American Urological Association held at Los Angeles, 
September 18, 1930. 
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with iodin intravenously, produced better results, 
but with too toxic symptoms and too slow elimi- 
nation. Zwick, following chronologically the work 
of Hryntschak of Vienna and Lichtwitz of Al- 
tona, and working in Von Lichtenberg’s clinic, 
selected a compound formulated by Professor 
3inz, which was finally called uroselectan. 
Uroselectan comes the nearest thus far to satis- 
fying the requirements of the urologist, who 
needs a substance that is stable, easily prepared, 
sterilized and administered, promptly eliminated 
without toxic symptoms, and that gives a shadow 
of sufficient concentration to be visible by our 
present methods of x-ray reading and interpreta- 
tion. Uroselectan is a pyridin derivative, con- 
tains 42 per cent of organically combined iodin, 
and is readily soluble in water in excess of 50 per 
cent. It is prepared by dissolving 40 grams in 
110 cubic centimeters of redistilled water, filter- 
ing and boiling for twenty minutes. An alterna- 
tive method of preparation is given in the circular 
accompanying the drug. The volume, upon com 
pletion of the solution, should equal 100 cubic 
centimeters. The injection is made intravenously, 
by syringe or gravity, into the arm, requiring 
twelve to fifteen minutes, with a pause of two or 
three minutes at the end of the first half. If de- 
sirable, one-half of the solution may be injected 
on either side. Films are made at one-fourth, 
three-fourths, and five-fourths hours after in- 
jection. 
REPORT 


OF CASES 


It may be of interest to present a report ol 
actual experiences in certain types of cases. Com- 
ment will be made on the illustrations presented. 

Case 1.—Figure 1: t The first illustration (Figure 1) 
is a film of a patient whom we were asked to examine 
to determine the general kidney outline, the possible 
presence of stone, and whether there was renal pro- 
lapse. This film was taken fifteen minutes after in 
jection. It shows a good filling of the kidney pelvis 
and ureters as well as an intensification of the kidney 
outline. This is one of the features which should be 
highly valued for finding kidney outlines. 

Figure 2: The second film (Figure 2) taken one- 
half hour later, shows an intensification of the shadow 
and a good cystogram. 

Figure 3: The outline in Figure 3, taken one-half 
hour later, denser but not extensive in 
Figure 2. The bladder was emptied just before this 
film was made. 


is so as 


The next picture, taken after two hours, the patient 
standing—and unfortunately without a Bucky dia- 
phragm—shows little, if any, prolapse. Some shadow- 
casting medium can still be noted in the kidneys, but 
not sufficient to reproduce. 

The woman on whom the above examinations were 
made was an extremely sensitive type, and was re- 
turned to her physician with a report that kidneys, 
ureters, and bladder, as far as these tests were con 
cerned, were normal. 

v 7 7 


Case 2.—The next patient was a woman in whom 
a stone had been found at the upper pole of the left 
kidney (Figure 4). The request was made to deter- 
mine the condition of the renal system, as her symp 
toms were on the right side and had been attributed 


In all illustrations the patient's right is to the reader's 
left. Some of the shadows have been outlined but not 


accentuated. 











Fig. 2. 
tion of uroselectan. 


Fig. 1.—Fifteen minutes after in- 
jection of uroselectan. 


to a chronic appendix, which the surgeon thought 
should be removed before proceeding further. An in- 
strumental pyelogram (Figure 5) showed the stone at 
the upper pole of the left kidney, the pelvis otherwise 
well defined. All attempts to fill the pelvis on the 
right side were unsuccessful, the sodium iodid solu- 
tion regurgitating along the catheter after each of 
three injections. After two days the injection of uro- 
selectan (Figure 6) showed practically no visible 
elimination in the usual time and longer. The pa- 
tient’s urea nitrogen at this time was 51 milligrams. 
Her phthalein output was 25 per cent in two hours. 
After treatment directed toward stimulating the elimi- 
nation, the urea nitrogen was reduced to twenty and 
the appendix was removed under local anesthesia. 








4.—Plain film, showing stone 


Fig. 
at upper pole of left kidney. 


Fig. 
showing 
pelvis. 
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One-half hour after injec- 


5. — Instrumental 
defective 
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Fig. 3.—One hour after injection 


of uroselectan, 


The condition of the right kidney has not yet been 


determined, but we are inclined to think that a 
malignancy exists. 
7 t v 
Case 3.—The third patient presented a type in 


which the use of uroselectan is especially valuable. 
This man had a complete urinary incontinence for so 
long that he had practically no bladder capacity. The 
symptoms suggested tuberculosis, but it was impossi- 
ble to determine its location because of the bladder 
irritability. The patient disappeared during a period 
of preparation, visited several other urologists who 
had the same difficulties as I, Later he returned. 
Uroselectan had in the meantime become available. 





Fig. 6.—One hour and fifteen min- 
utes after injection of uroselectan. 


pyelogram, 


filling of right 
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Fig. 7.—One-half hour after injec- 
tion of uroselectan. No elimination 
seen on right. 


less dense. 


X-rays (Figure 7) taken one-half hour after the use 
of uroselectan indicated a good functioning left kid- 
ney. After one hour (Figure 8) the shadow was less 
dense. There was a good cystogram, but no excre- 
tion on the right side. Figure 9 shows the excretion 
still taking place after four hours on the left side, 
though nothing shows on the right. After twenty- 
four hours all traces of shadow were gone. In the 
absence of any excretion on the right side, it was con- 
sidered evidence enough that this was the diseased 
side. Upon incision a large amount of foul-smelling 
pus was evacuated, and a practically destroyed kidney 
exposed, This will be removed and its pathology de- 
termined. This kidney is still functioning in spite of 
its failure to excrete uroselectan. 


7 7 ¥ 
Case 4.—The next patient was extremely inter- 
esting. He had gone through the hands of a num- 


Fig. 8.—One-half hour later. 


Shadow Fig. 9.—After four hours, delayed 


elimination. 


ber of urologists, none of whom was able to locate a 
right kidney. Cystoscopy revealed a_ central-lying 
meatus which led to the left kidney. Figure 10 shows 
the left ureter catheterized with two catheters, and 
inadequately filled. The next picture (Figure 11) re- 
veals a cystogram made with the patient in Tren- 
delenberg position, in the hope that the sodium iodid 
solution might find a second ureteral orifice. None 
of these maneuvers were successful. Figure 12 was 
taken during the experimental stage with uroselectan. 
Here again the lack of excretion would indicate the 
absence of function or kidney on the right side. 
During this injection the patient had a reaction, to 
be described later, so sharp that further action was 
postponed. In the interim our term of service at 
the hospital expired. Our successors, upon explora- 
tion, found a completely destroyed tuberculous right 
kidney. 





Fig. 10.—Two catheters in left ure- 
ter. Pelvis inadequately filled. 


Fig. 11. 


Cystogram 
No right kidney found. 


Fig. 12.—Pelvis and ureter outlined 
after injection of uroselectan. 


with reflux. 
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Fig. 13.—Early tuberculosis of left Fig. 14.—Forty-five minutes after 
kidney. injection of uroselectan, Very faint 
outline of pelves seen, 


Case 5.—The next patient has puzzled us. This is 
an instrumental pyelogram (igure 13). His symp- 
toms were those of very early renal tuberculosis 
Guinea-pig inoculations were positive for tuberculosis 
when injected with urine from the left side, where 
a few pus cells have also been found. Stained smears 
have been positive for tuberculosis on the right side, 
but guinea-pig injections were negative. 

In the hope that additional information might be 
obtained by the use of uroselectan, an injection of 
uroselectan was made (ligure 14), this being the best 
picture of the series made after forty-five minutes. 
You will see in this, a patient in whom renal function 
was good, that the density of the uroselectan shadow 
is not as good as that of the instru 
mental pyelogram. 


7 Y y 


Case 6.—The next report (igure 
15) is that of a woman who, follow- 
ing an operation for the removal of 
a fibroid uterus, developed a very 
painful abdomen with a swelling in 
the pelvis. An instrument inserted 
into the cervical stump evacuated 
a large amount of pus, later fol 
lowed by clear fluid. Upon cystos- 
copy it was possible to catheterize 
the left kidney to the pelvis, and 
report a normal pyelogram. It was 
impossible to penetrate the right 
ureter higher than three centi- 
meters. The result with uroselec- 
tan, which was injected intrave- 
nously, is shown in Figure 16. It 
will be noted that the right shadow 
is very dense, that the pelvis is 
filled and distended, and that there 
are two constrictions along the ure- 
ter, the lowest at the point where 
the catheter was obstructed, An 
uroselectan shadow can also be 
seen outside the urinary bladder. 
The surgeon found that the ureter 
was included in a suture at this 
point. 


Anomalies of the kidneys and 
ureters will probably be found more 
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frequently with intravenous urog- 
raphy (Figure 17). Because this 
patient’s pain was on the left side, 
the instrumental pyelogram was ac- 
cepted, the defective filling on the 
right being attributed to the in- 
ability to advance the catheter suffi- 
ciently far to adequately inject. Re- 
study of the patient with the use 
of uroselectan (Figure 18) shows a 
good pyelogram on the left and a 
suggestion of bifurcation of the 
right ureter. The thirty-minute uro- 
selectan picture having been un- 
satisfactory in outlining the right 
pelvis, a cystoscope was _ inserted. 
It was then discovered that what 
had appeared to be a_ normal 
meatus, was in reality a meatus 
which was divided transversely by 
a septum no greater in thickness 
than a hair. This was the exit of 
two ureters. At first attempt only 
one could be catheterized | suffi- 
ciently high to plug it adequately 
to inject sodium iodid. Figure 19, 
therefore, represents uroselectan on 
the left side and on the upper right 
side, sodium iodid on the lower 
right side, Changing catheters en- 
abled us to adequately plug both 
openings of the meatus, so that 
Figure 20 represents a uroselectan 
shadow on the left, uroselectan plus 
sodium iodid on the right. This picture shows the 
short distance that it was possible to advance the 
catheters. The combination of sodium iodid and uro- 
selectan was not accompanied by any untoward 
reaction. 

We have given a patient weighing two hundred and 
twenty-five pounds eighty grams of uroselectan in 
60 per cent solution intravenously without untoward 
incident. 

REACTIONS ACCOMPANYING TILE USE 
OF UROSELECTAN 

All patients complained of pain at the sites of 

injection, in the mid-arm or shoulder. It required 





Fig. 15.—Passage of right catheter Fig. 16.— Uroselectan elimination 
impeded by obstruction. 


delayed by obstruction at arrow. 
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Fig. 17.—Catheter in upper ureter Fig. 18.—Uroselectan 


only, on right side. 


considerable perseverance with some to complete 
the injections. This, however, was not the case 
with the last injection, which was made by gravity. 
Further experiment will be made by this method. 
‘Two of the women complained of intense burn- 
ing in the region of the vagina. 

The reaction in the case of the destroyed tuber- 
culous kidney excited a great deal of concern. 
Quoting from the history : 

“The patient, shortly after the beginning of the 
injection, developed a severe 
foreign proteid and iodid re- 
action, with giant urticaria, 
edema of the bronchi, throat, 
and eyelids. Given adrenalin 
and atropin, the urticaria 
subsided quickly, but the 
edema of the face remained 
for two hours.” An intrader- 
mal injection of uroselectan 
a few days later caused a 
moderate local reaction. 

In a personal communica- 
tion, Dr. George G. Reinle 
of Oakland reports: 

“During the injection by 
gravity, which occupied ten 
minutes, the patient stated 
she was becoming dizzy and 
felt a sensation of consider- 
able warmth, also itching. 
There was a rise in the pulse 
rate, and headache. Imme- 
diately following this, edema 
appeared, first in the face, 


starting over the eyes, Fig. 19.—Uroselectan 
se and upper right, sodium iodid and uro- 
selectan on lower right. 


spreading downward over 
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opposite third lumbar vertebra. 


the upper extremities and 
chest. There was no edema 
of the glottis. In two hours 
the edema began to disappear 
in the same sequence as that 
in which it had occurred, the 
face first and continuing 
downward, so that in twenty- 
four hours it had entirely 
vanished.” 


CONCLUSIONS 


The use of intravenous 
urography is valuable in 
patients in whom there is 
obstruction at any point 
which makes for the preven- 
tion of the passage of the 
instrument. This would in- 
clude stricture, double ureter, 
prostatic hypertrophy, blad- 
der diseases, hemorrhage, 
ruptured kidneys, infection, 
epididymitis, fistula; and in 
children. To determine renal 
prolapse or ureteral displace 
ments, it should be of special 
value, as the catheter is not present to distort the 
ureter. It should reveal when a stricture is a 
stricture. It is not to be accepted as a substitute 
for cystoscopy, because it cannot include the 
valuable data acquired by the visible picture or 
from the segregation of the urines. That the use 
of uroselectan is not without danger is evidenced 
by the two cases reported in which there was a 
marked anaphylactic reaction, one of which 
alarmed the bystanders very greatly. It has been 


shows two ureters 





shadow on left Fig. 20.—Uroselectan on left, uro- 
selectan and sodium iodid on upper 
and lower right. 
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suggested that caution be exercised in thyrotoxi- 
cosis, pregnancy, active tuberculosis, acute or 
chronic renal disease, and circulatory disturbances. 

One of its limitations is its failure to indicate 
the ratio of the excretory function. We have 
learned that the absence of visible excretion does 
not mean the absence of function. 

In a normally functioning kidney the density 
of the shadow is not equivalent to that of a cysto- 
scopic pyelogram. Uroselectan will not find a 
“dead” kidney, 

Among the advantages of uroselectan may be 
mentioned: There is not the danger of over- or 
of underdistention, because of our lack of knowl- 
edge of the pelvic capacity. It is valuable for 
routine examinations and can advantageously be 
used to determine whether an instrumental pyclo- 
gram is required, 

I have no doubt that, with many observers at 
work, uroselectan will soon find its position as an 
adjunct to our other modes of diagnosis. 


999 Sutter Street, 


THE CALIFORNIA STATE MENTAL 
HYGIENE SURVEY* 


By GLENN Myers, M.D. 
Los Angeles 


MENTAL hygiene survey of the State of 

California has been made possible by Gov- 
ernor Young through the inclusion in 1929 of 
$20,000 in the budget of the State Department of 
Social Welfare, which department has been made 
responsible for the completion of the survey 
within the present biennium and for the sub- 
mission of a report and recommendations before 
the next session of the legislature. This impor- 
tant work is now in progress under the direction 
of Dr. Frederick H. Allen. The attempt will be 
made in this paper to outline the scope of the 
work contemplated and to enlist the codperation 


*The interesting and constructive remarks of those 
present at the meeting with the governor and his council 
on March 24, 1928, abstracted and included in the origi- 
nal form of this paper, have been deleted for publication 
in California and Western Medicine by reason of the 
limitation of available space. It is much regretted that 
it has not been possible to include the argument, in favor 
of a survey, presented by Mrs. Anna L. Saylor, director 
of the California State Department of Social Welfare; 
Aaron J. Rosanoff, M. D., Los Angeles; E, Van Norman 
Emery, M. B. (Tor.), Los Angeles; George L. Wallace, 
M. D., superintendent Wrentham State School, Wren- 
tham, Massachusetts; Elizabeth L. Woods, Ph, D., di- 
rector Department Psychology and Educational Research, 
Los Angeles City Schools; and Justin Miller, dean of law, 
University of Southern California. The remarks of these 
speakers, if included herein, would add convincingly to 
the clarification of the need for a mental hygiene survey. 
Doctor Allen’s outline of the survey, covering problems 
related to mental disorder and care provided to mental 
defectives and epileptics, juvenile and adult delinquency, 
other unadjusted groups, educational groups and facilities 
for teaching mental hygiene and psychiatry, social work, 
clinics and mental hygiene in industry, has likewise been 
omitted through necessity. Inclusion of Doctor Allen’s 
outline and the remarks of the above mentioned speakers 
should have doubled the length of this paper as pub- 
lished. Those interested may apply to the author for fur- 
ther information pertaining to the content of the deleted 
material, Acknowledgment is made particularly to Mrs. 
Anna L. Saylor for providing data relating to the various 
California institutions. 
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of all persons in improving the present facilities 
and procedures bearing upon the broad problems 
of mental hygiene in this state. 


WHAT IS MENTAL HYGIENE 


The concept implied by the term “mental hy- 
giene” includes mental maladjustment in its broad- 
est sense. The term represents an evolutionary 
stage in our comprehension of mental disorder. 
At first, probably only the most pronounced mani- 
festations of mental disorder attracted attention. 
Then came the belief that those mentally ill were 
possessed by good or evil spirits. Later gradu- 
ally developed the concept implied by the word 
“insanity” —a term now largely limited to the law 
and largely supplanted in medicine by the term 
“psychosis.” The attitude toward psychotic per- 
sons has corresponded to the concept of the 
nature of the disorder. The attitude was at first 
influenced by the essentially religious conception. 
Then came the period of dungeons and chains, 
next a humanitarian attitude, and now a period of 
scientific study, rational treatment, and preventive 
medicine. The designation “mental hygiene” be- 
longs to the last mentioned period. The depart- 
ment of mental diseases of one state has been 
termed in succession the Lunacy Commission, the 
State Hospital Commission, and more recently 
has been named the Mental Hygiene Commission. 

It has further been gradually realized that men- 
tal disorder is not confined to that degree of its 
manifestation that we term “psychotic.” The 
psychoneuroses and intelligence defects were dis- 
tinguished from the psychoses and eventually it 
was recognized that deviation from the normal 
mental state is the factor chiefly responsible for 
crime, delinquency, prostitution, alcoholism, drug 
addiction, marital difficulties, and social mal- 
adjustment in general. Mental hygiene in that 
concept is a relatively recent development. The 
mental hygiene movement has had an extraordi- 
nary growth and mental hygiene is now recog- 
nized to be a major branch of medicine and is one 
of its broadest and most important branches. ‘The 
first mental hygiene society was organized at New 
Haven, Connecticut, May 6, 1908, under the 
auspices of a group headed by Clifford W. Beers, 
author of “A Mind That Found Itself.” The 
same group organized the National Committee 
for Mental Hygiene on February 19, 1909. The 
First International Congress on Mental Hygiene 
was held at Washington, D. C., May 5-10, 1930, 
coincident to and associated with the meetings 
of the American Psychiatric Association and 
the American Association for the Study of the 
Feeble-minded. National, provincial, state, and 
local mental hygiene societies now exist in the 
leading countries of the world and were rep- 
resented at the congress. The extraordinary 
growth of the mental hygiene movement has re- 
sulted from the understanding and work of a 
group of leaders and from the widespread in- 
terest developed in people in all walks of life and 
in all countries. The principles of the movement 
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are bound up with the daily lives of all people. 
The fields of education, law, criminology, general 
medicine, industry, religion, social work, and 
others have felt its influence. This is the age of 
preventive medicine. Prevention is better than 
cure. Prevention of physical disease has been the 
principal objective of the various health depart- 
ments. Prevention of mental disease is the prin- 
cipal objective of the mental hygiene movement. 


WHAT ARE THE NEEDS OF CALIFORNIA IN 
THE MENTAL HYGIENE FIELD ? 


The California State Departments of Institu- 
tions, Social Welfare, Education and Public 
Health have made every effort to meet the obvi- 
ous needs, but are limited in their activities and 
accomplishment by law, procedure, and_ prece- 
dent that have not kept up with the advancement 
made in scientific knowledge. California has many 
fine institutions, but she is still far from the real- 
ization of an ideal mental hygiene program. 
There is steady progress, but not the progress 
that should be desired. There is, however, more 
flexibility in her methods of procedure than exists 
in many other states and she has the opportunity 
to take precedence in that field as she has in other 
fields. She can utilize to her own benefit the ex- 
perience in other states, can imitate their exam- 
ples of accomplishment, but further can exceed 
the accomplishment of other states without the 
necessity of passing through a slow, laborious 
change to the objective desired. To that end it is 
first necessary to educate the people of the state 
to the needs and accomplishment possible. When 
sufficiently well informed, it appears unquestion- 
able that the people will effect appropriate legis- 
lation and procedure to the realization of a proper 
mental hygiene program under state control. The 
survey is meant not only to collect — systema- 
tize data pertaining particularly to California, 
utilizing the experience of other states and the 
material gathered previous and existing allied 
surveys, but also to bring such information to the 
people as will give them an understanding of the 
advantages and benefits to be gained through the 
revision and elaboration of our present methods 
and procedure. It is not possible at this time to 
present the whole situation as it is known to us. 
It is expected that the report following the survey 
will make the information to that date available 
in detail to all. Only a few examples of our prob- 
lems will be offered. 

California State Hospitals for the Insane.— 
California has six state hospitals for the in- 
sane—Mendocino, Napa, Stockton, Agnews, Nor- 
walk, and Patton. On February 25, 1930, the 
total population of these institutions was 14,451. 
There were 1422 patients in hospitals in excess 
of normal bed capacity. Will adequate provision 
be made for future requirements? The last legis- 
lature made an appropriation for a psychopathic 
hospital for southern California. In an analysis 
of hospital requirements over the United oe 
for a twenty-year period from 1925 to 1945, 
has been estimated that the population of Chl 
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fornia will grow from 4,200,000 in 1925 to 
7,900,000 in 1945; that the ratio of the insane in 
hospital to the general population will grow from 


350 per 100,000 in 1925 to 385 per 100,000 


1945; that the actual patient population of the 
state hospitals will approximate 28,800 in 1945; 
and that, based upon a cost of $3500 per patient 
bed (which is in excess of the rate that has hereto- 
fore been expended in this state where special 
provisions for cold weather are not necessary ) 
the cost of construction to meet the require- 
ments of the additional insane population for the 
twenty-year period will be $49,400,000, Quoting 
from the hospital number of the Journal of the 
American Medical Association, issue of March 
29, 1930: : 

Nervous and mental hospitals, including hospitals 
for the insane, are growing far faster than all other 
types of hospitals combined. There are just nine 
more nervous and mental institutions than there were 
two years ago, but in that period their total capacity 
has increased from 373,364 to 414,386 and the average 
number of patients and inmates has grown in the 
same period from 349,667 to 395,407. If the present 
rate continues—and there is no apparent reason for 
thinking it will not—by 1934 we will have more than 
cne-half million persons in our nervous and mental 
institutions. This situation most seriously challenges 
the government and the people of the United States. 


In 1929 there were 4268 general hospitals in 
the United States with a bed capacity of 357,034 
and an average patient population of 234,009, In 
the same year there were 572 nervous and mental 
hospitals with a bed capacity of 414,386 and an 
average patient population of 395,407. Iexpressed 
in a different way, in 1929 there were 3696 more 
general hospitals in the United States than nerv- 
ous and mental hospitals, but there was a_ bed 
capacity in nervous and mental hospitals exceed- 
ing that in general hospitals by 57, 352 and an 
average patient population in nervous and mental 
hospitals exceeding that in general hospitals by 
161,398. Ixpressed in still a different way, of 
all the hospitals in the United States, viz., gen- 
eral; nervous and mental; tuberculosis; mater- 
nity; emergency (industrial) ; convalescent and 
rest; isolation; children’s; eye, ear, nose, and 
throat; orthopedic; skin and cancer; hospital de- 
partments of institutions and all other hospitals, 
there were in 1929, 5523 more hospitals of this 
group than there were of nervous and mental 
hospitals. There was a bed capacity in these hos- 
pitals of 78,361 greater than that of the nervous 
and mental hospitals, but there was an average 
patient population of the nervous and mental 
hospitals 64,048 in excess of that of the combined 
remainder of the group. How can mental dis- 
orders be prevented, thus effecting a saving in 
money to the state through diminution in the 
otherwise certain increase of population of the 
state hospitals ? 

California State Hospital Patients on Parole— 
On Vebruary 25, 1930, 1182 patients were on 
parole from the California state hospitals. How 
can a greater number of patients be placed on 
parole? How can the average hospital residence 
of the patients be diminished? Are there enough 
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psychiatrists in the state hospitals to carry on the 
clinical work of the institutions? To what extent 
will the employment of a greater number of psy- 
chiatrists hasten the improvement and parole of 
the patients and the recovery of a normal mental 
condition? How extensively do the state hospi- 
tals reach into the community with psychiatric 
clinics for the treatment of patients on parole 
and after discharge, and for the treatment of 
persons in the community who have mental prob- 
lems not yet developed to the extent that legal 
commitment has been necessary? Hlow much 
work is being done in these fields by psycholo- 
gists and social workers under state employ ? 
How much mental hygiene work is being done in 
the community by city and county organizations 7 
sy charitable organizations? By mental hygiene 
societies? By clubs? By churches? 

California Laws Regarding Insanity. — The 
California laws applying to the determination of 
insanity and to commitment procedure are in 
serious need of revision. There is too much con- 
tact of the patient with representatives of police 
departments, sheriff’s offices, and other legal de- 
partments. The insane patient, as is done legally 
and well in some other states, has the right to be 
taken to a hospital for the insane in much the 
same manner, so far as contacts with him are 
concerned, as a physically ill person is taken 
to a general hospital. To what extent is the 
abnormal mental condition of patients aggravated 
through contacts with the police, sheriffs and the 
law in general, and to what extent is the recovery 
of a normal mental state retarded through these 
contacts? How frequently and how long are pa- 
tients held in jails pending commitment and what 
influence has that procedure upon their mental 
condition? How many general hospitals have 
psychopathic wards and what facilities for care 
and treatment do they offer? To what extent 
would a greater number of adequately equipped 
and staffed psychopathic hospitals and wards 
lessen the prevalence of mental disorder? These 
and other questions may apply also to other prob- 
lems mentioned hereafter. 

California Homes for the Feeble-Minded. 
California has two homes for the feeble-minded, 
Sonoma State Home and Pacific Colony. Their 
combined population on February 25, 1930, was 
2684. There were 286 persons in excess of the 
certified bed capacity. There were 1141 on parole. 
Provisions were being made for 160 additional 
beds. The waiting list exceeds one thousand. 

California Correctional Schools. — California 
has three correctional schools—Preston School of 
Industry, for boys from sixteen to twenty-one 
years of age; Whittier State School, for boys 
from eight to sixteen years of age; and Ventura 
School for Girls up to eighteen years of age. The 
combined population of these institutions on Feb- 
ruary 1, 1930 was 1125. The number of vacan- 
cies existing were: Preston 8, Whittier 10, and 
Ventura 27, The combined number of parole and 
placement were 1081 boys and 163 girls. Of this 
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group on parole and placement, only eighty-six 
were having difficulty in adjustment outside the 
institutions. The last legislature appropriated the 
sum of $325,000 for a new prison for first offend- 
ers, to be located in southern California. 


California Institutions for the Blind.—The In- 
sod Home for the Adult Blind at Oakland 
has a population of 125, with vacancies for five. 
The workshop for the blind at Los Angeles was 
opened January 20, 1930, and a number of the 
blind are being trained in handicraft. 


California State Narcotic Hospital—The State 
Narcotic Hospital at Spadra about this time had 
a population of eighty-one. There were thirty- 
one drug addicts confined in other state hospitals. 
Fifty-one patients had been paroled from the nar- 
cotic hospital. Of this number, thirty-seven were 
making satisfactory adjustment under the super- 
vision of a parole officer, three had left the state, 
three had been given a final discharge, and eight 
had relapsed to the use of the drugs. It was 
the intent to provide hospital care for only the 
promising cases, but the courts have sent patients 
with an outlook hopeless for cure. 

California Prisons —California has two prisons 
for men and one for women. San Quentin is now 
being used for first offenders from eighteen years 
of age. The woman’s prison is located on the 
grounds of San Quentin. Folsom is used for re- 
cidivists of any age. On January 15, 1930, San 
Quentin had 4865 men prisoners and 105 women 
and Folsom had 2207—a total of 7177. There 
were 2047 on parole from the men’s prisons. An 
appropriation of $400,000 is now available for 
the establishment of a woman’s reformatory to 
he located near the center of the state. It is prob 
able that the present women’s prison will be used 
as a hospital for men. 


California’s Institutional Population —The com- 
bined institutional population of California is 
25,643. In addition the state joins with the coun- 
ties, granting state aid to 16,500 needy children. 
New laws granting state aid to the needy blind 
and aged will probably add aproximately 2000 
blind and 3000 aged to those receiving state aid. 
The state will then assume responsibility for full 

partial maintenance and treatment of 47,143 
persons who are unable to keep step with the re- 
mainder of the population. 

County Institutions in California.—In addition 
to the above, the fifty-eight counties maintain 
sixty-three county hospitals with a combined 
population of approximately 16,000. These hos- 
pitals are largely for emergency and custodial 
care. A few of them have separate wards for 
psychopathic patients. The counties also support 
sixty county jails with an idle population of over 
60,000 each year, 2000 of these being minors 
under the age of eighteen years at the close of 
the last fiscal year. The number of persons in- 
carcerated in city jails and police stations is not 
known. What proportion of the jail population 
are given adequate mental, physical, and social 
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examination? The last legislature passed a_ bill 
compelling jails with a daily population of two 
hundred or more to provide medical examination 
of prisoners. How many insane patients are 
lodged in jails with criminals and cared for by 
criminals ? 

Private Institutions in California —Private insti- 
tutions and schools for various degrees of intelli- 
gence defect are not obliged to operate under 
school departments of the state, county, or city. 
The only supervision given these schools is by 
local fire and health departments in coOperation 
with the State Department of Social Welfare. 
Thus they have no uniform standard of housing, 
administration, cuisine, training and experience 
of workers, special education among higher types 
of intelligence defect, or of special efforts at ad- 
justment to work or to environment. 

California Bureau of Juvenile Research—The 
California Bureau of Juvenile Research at Whit- 
ticr has been reestablished and its facilities are 
available to any community desiring the services 
of a traveling clinic of that type. Psychiatric or 
child-guidance clinics have been established at 
Berkeley, Oakland, Los Angeles, Pasadena, San 
l‘rancisco and San Jose; and other cities are mak- 
ing the effort to provide them. The Department 
of Institutions is preparing to furnish travel- 
ing psychiatric clinics to all parts of the state. 
Some communities have organized examination 
of school children retarded in their classes and 
provide special instruction. How much insanity, 
delinquency, crime and general social maladjust- 
ment may be prevented through meeting the prob 
lems in childhood before the development and 
oftentimes the permanent fixation of more marked 
mental disorder and other maladjustment? How 
much increase in existing facilities for instruc- 
tion in social service and especially psychiatric 
social service is indicated to equip social workers, 
teachers, and parents for properly dealing with 
problems of childhood and adult life? In con- 
sideration of the prevalence of intelligence defect, 
how much happiness and betterment of general 
welfare can be promoted through early recogni- 
tion of the mental limitations of children, with 
education and training in accordance with their in- 
tellectual limitations? What of the superior child 
and the problems resulting from his special abili- 
ties? From 1919, Massachusetts has had compul- 
sory examination of all school children retarded 
in their classes. This examination is made by 
stationary or traveling clinics, the personnel of 
each clinic consisting of a psychiatrist, a psy- 
chologist, and a social worker. 

Some National and International Statistics and 
Comparisons—In 1923 the United States had 
twenty-three times as many murders as all Eng- 
land. Chicago had 563 murders and London had 
less than fifty. Last year Los Angeles had four 
times as many robberies as England, Ireland, 
Scotland, and Wales combined. Under present 
conditions a jail is a school of crime. Criminal 
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laws are made more drastic and punishment more 
severe. There is much solitary confinement and 
deprivation of sunlight with deleterious influence 
upon the mind. Adequate psychiatric study of 
prisoners is carried out only in a few localities. 
In Kurope there is the general tendency to miti- 
gate severity. Rather than punish a few severely, 
it is regarded better to impose reasonably mild 
penalties upon a larger proportion of those who 
break the law. Restitution rather than revenge 
for the offense satisfies society. In England and 
Germany, solitary confinement is practically un- 
known. Common workrooms are used in the day 
and isolation is practiced only at night. There are 
no interior cell blocks or dungeons. England 
has no local jails but state-controlled workshops 
which are real reformatories. In Belgium all re- 
cidivists are thoroughly studied. 


WHAT BROUGHT ABOUT TIIE STATE MENTAL 
HYGIENE SURVEY ? 


The proposed survey is an outgrowth of the 
trends of the time, but more directly has resulted 
from the interest of certain persons with under 
standing of mental hygiene problems and the need 
for improvement in our present methods of deal- 
ing with them. On May 2, 1927, at the annual 
session of the California Conference of Social 
Work, the following resolution was adopted at a 
meeting held under the auspices of the Jewish 
Committee for Personal Service in State Insti- 
tutions: 

Whereas, The conservation of mental health is one 
of the major goals of social work; and 

Whereas, California suffers much economic loss 
due to incapacity developed by mental disorder; and 

Whereas, The facilities provided by the State of 
California for the care and treatment of the mentally 
disturbed are taxed to capacity because of the large 
increase in the numbers of those requiring hospitali- 
zation; and 

Whereas, California has not yet developed an ade- 
quate psychopathic hospital service with a complete 
system of out-patient work and after-care program; 
and 

Whereas, Mental disturbance destroys individual 
efficiency and happiness; therefore be it 

Resolved, That the California Conference of Social 
Work in regular session assembled hereby recom- 
mends to the Governor of the state, to its Depart- 
ment of Public Welfare and its Department of Insti- 
tutions that the state develop a mental hygiene pro- 
gram; be it also 

Resolved, That copies of this resolution and such 
supporting material as the executive committee may 
determine, be sent to the Governor and to the execu- 
tive directors of the two departments named, with an 
urgent plea for early consideration of the project. 

(Signed) William Ford Higby. 


Reverend Robert I. Lucey was elected to the 
presidency of the California Conference of Social 
Work for the year 1927-28. With his excellent 
comprehension of the problems involved, he at 
once proceeded to appoint a special committee of 
that organization to work in coOperation with ex- 
perts in the mental hygiene field. After a number 
of meetings, his committee on October 19, 1927, 
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drew up an outline for a survey leading to the 
development of a mental hygiene program for the 
state. 

Under date November 15, 1927, Father Lucey 
addressed a letter to the Governor together with 
copies of the resolution and outline above men- 
tioned, with the following remarks: 

The problem with which we are faced arises. out 
of the following situation: 

1. The State of California presents serious inci- 
dence of delinquency, crime, and other social mal- 
adjustments, many of which arise on the basis of 
various mental disorders. 

2. The sciences underlying mental hygiene have 
made very noteworthy -progress in the past twenty- 
five or thirty years, and have led to the definite con- 
viction that mental disorders and the social mal- 
adjustments to which they give rise are preventable. 
Scientific efforts have resulted in a reduction of 
morbidity and mortality in general, and in lengthen- 
ing the span of human life. Similar scientific efforts 
applied to the problems of mental disorders are capa- 
ble of producing equally satisfactory results in the 
field of mental hygiene. 

3. No state or country anywhere has as yet been 
able to organize a complete mental hygiene program. 
Institutions for the care of mental cases are every- 
where in a chronic state of overcrowding. The situ- 
ation in California is not very different in that respect 
from other states. The fact is that California has ex- 
perienced special difficulty by reason of the extremely 
rapid growth of its population. 

A new method of financing has recently been de- 
vised in some eastern states which affords a promise 
not only of getting fully caught up with construction 
of institutions and with other phases of a mental 
hygiene program, but of actually reducing at the same 
time the burden now resting on taxpayers. 

It is the opinion of competent authorities in the 
fields of economics, sociology and education, that 
various hitherto unsolved problems in those fields can 
be successfully coped with, not by a direct attack, but 
indirectly by organizing a complete mental hygiene 
program which would deal with the fundamental phe- 
nomena underlying their problems. 


Father Lucey requested the privilege of a meet- 
ing of the committee with the Governor in order 
to set forth more fully the needs and plan for a 
survey. This meeting was held on March 24, 
1928. The Governor, the directors of the State 
Departments of Public Welfare, Institutions, 
Education, Public Health and Finance, and sev- 
eral members of the committee were present. 
(Refer to footnote.) 

Another meeting was had by the committee 
with the Governor and members of his cabinet 
on September 25, 1928. It was stressed that the 
survey is meant to cover extramural as well as 
intramural conditions. The conviction was ex- 
pressed that state control is absolutely necessary 
for the most effective operation of a state mental 
hygiene program. It was urged that a prelimi- 
nary mental hygiene survey is the most direct and 
important factor to bring about the realization of 
that program. It was pointed out that the survey 
should clarify the problems to be met, should 
serve to educate those persons who deal with the 
problems and so fit them to meet the problems in 
a better way, should bring the need for revision 
of methods and procedure to the notice of the 
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people of the state and should indicate the best 
course to pursue to that end. Thus should be 
effected a decrease in mental hygiene problems 
and a decrease in the ever-increasing expense in 
dealing with them. 

In the early part of 1929, the Governor took 
the action announced in the introductory portion 
of this paper making possible the mental hygiene 
survey. The Governor further authorized the or- 
ganization of a central survey committee to be 
composed of the directors of the State Depart- 
ments of Social Welfare, Institutions, Public 
Health, and Education, and of five experts in the 
field of mental hygiene, with Mrs. Anna L. Say- 
lor, director of the State Department of Social 
Welfare, as chairman. The Governor later ap- 
pointed an advisory committee consisting of fifty- 
six members. Mrs. Saylor immediately called a 
meeting of her committee, meetings were held 
from time to time thereafter and considerable 
work was accomplished under her excellent chair- 
manship. It was decided to invite Dr. Frederick 
H. Allen to direct the survey and he accepted the 
position. Born in California and educated at the 
University of California, Doctor Allen received 
his medical training at Johns Hopkins Univer- 
sity. Special previous experience has fitted him 
well for this piece of work. 

Doctor Allen made a visit to California to out- 
line the preliminary procedure and returned in 
May 1930 to take active charge. Two trained 
psychiatric social workers are now in the field 
gathering data. Members of the Central Com- 
mittee have given largely of their time to the 
work of the survey and it is expected that they 
will continue to do so by reason of the fact that 
the coordinated assistance of a number of experi- 
enced or interested persons is necessary to the 
successful progress of the work outlined. In fact 
the amount of funds allocated for the survey and 
the time allowed for its completion are not great 
and a successful and satisfactory termination of 
the work proposed will not be possible unless 
those directly interested in mental hygiene prob- 
lems will give freely of their time and experience 
to make it a success. This presentation is meant 


primarily to set forth the story of the survey to: 


date and to solicit the active support of all neuro- 
psychiatrists, psychologists, social workers, heads 
of departments dealing with mental hygiene prob- 
lems, teachers, editors, and others who may be 
helpful in the accomplishment of a project that 
should produce results of advantage to all. The 
project is worthy of every effort to bring about 
the best program possible—a humanitarian issue 
in the decrease of mental disease and social prob- 
lems and an economic issue affecting every tax- 
payer in the decrease of the expense incident to 
the treatment of these problems.* 
1052 West Sixth Street. 


*Ed. Note.—Since the above article was written, the 
California mental hygiene survey has been successfully 
completed. It is hoped that a printed report of the survey 
will be ready for distribution on or about December 1, 
1930. 
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THE TREATMENT OF BONE TUMORS* 
By Epwin I. Bartvett, M. D. 


San Francisco 
Discussion by Arthur U. Desjardins, M.D., Rochester, 


Minnesota; John C. Wilson, M.D., Los Angeles; C. L. 
Connor, M.D., San Francisco. 


HE treatment of bone tumors until compara- 

tively recently has been largely empirical and 
has consisted of a variety of procedures, both 
surgical and nonsurgical. Up to approximately 
the beginning of the twentieth century about the 
only therapeutic measure employed was high dis- 
articulation. This penalty was meted out to practi- 
cally all individuals with any type of bone lesion 
which could not be grouped under the heading 
of inflammatory processes because nothing was 
known about the pathology of these conditions 
and the few survivors up to this time had had the 
benefit of amputations. The opening of the twen- 
tieth century saw the beginning of an organized 


effort to study the pathology of bone tumors. 
Out of these scientific investigations, notably 


those by Bloodgood, came a more conservative 
attitude and a replacement of amputation in large 
measure, by other methods such as _ resection, 
curettement, x-ray or radium therapy, mixed 
toxin treatments, etc. 

A further and better understanding of this field 
has come of recent years through the sarcoma 
registry, which has brought together large num- 
bers of all kinds of bone tumors and has placed 
this material for study in available form before 
the leading pathologists and surgeons of the coun- 
try. The outstanding advances from this source 
have been the confirmation of Doctor Bloodgood’s 
contention that giant cell tumor is not sarcoma, 
the exclusion of bone cyst and osteitis fibrosa 
from among the true neoplasms, and the estab- 
lishment of a simplified classification. 


CLASSIFICATION OF BONE Tl 
TO ORIGIN 


JTMORS ACCORDING 


Not the least of the advantages gained in our 
recent scientific investigations have been the 
grouping together of all bone tumor lesions into 
a small group of eight main divisions (Table 1) 


Tasie 1.—Tumor Classification Based on Origin 


: Me te istatic tumors. 
2. Periosteal fibrosarcoma, 
3. Osteogenic tumors. 
3enign. 
a. Exostosis. 
b. Osteoma. 
ec. Chondroma. 
d. Fibroma. 
Malignant (osteogenic sarcoma). 
a. Anatomic types. 
Medullary and subperiosteal, 
Periosteal. 
Sclerosing. 
Telangiectatic. 
b. Undifferentiated sarcoma. 
4, Inflammatory conditions that may 
tumors. 
1. Myositis ossificans. 
2. Osteoperiostitis. 
a. Traumatic. 
b. Syphilitic. 
c. Infectious. 
3. Osteitis fibrosa (bone cyst). 


simulate bone 





* Read before the General Surgery Section of the 
California Medical Association at the fifty-ninth annual 
session at Del Monte, April 28 to May 1, 1930. 
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5. Benign giant cell tumor. 
6. Angioma. 
Benign. 
Malignant (angiosarcoma). 
7. Ewing’s tumor. 
8. Myeloma. 


blocks in the 
past has been the multiplicity of terms used and 
the various interpretations placed upon them. 
This classification puts all the malignancies under 
approximately four heads, namely, metastatic le- 


One of the greatest stumbling 


sions, sarcoma arising from bone cells (osteo- 
genic sarcoma), sarcoma arising from marrow 
cells, and endothelial myeloma (Ewing). It di- 
vides the benign tumors into those arising from 
the bone cell and the medullary lesions of un- 
known origin, that is, giant cell tumor and bone 
cyst. 

All our old familiar terms, such as periosteal 
sarcoma, medullary sarcoma, spindle cell sarcoma, 
round cell sarcoma, osteochondromyxosarcoma, 
ete., are all grouped under osteogenic sarcoma. 
Perhaps we should also include here the separate 
headings in our present classification of periosteal 
fibrosarcoma, Ewing’s tumor and angiosarcoma, 
but as yet these conditions have not been wholly 
reconciled with our conception of the term “‘osteo- 
genic” or have not been, in some instances, defi- 
nitely proved to belong among the tumors of 
bone. The classification is not a perfect one, but 
for the first time in the history of bone tumors 
we all talk a common language and we have a 
common starting point in our further studies. 


CLASSIFICATION ACCORDING TO PROGNOSIS 


To the average surgeon, however, the practical 
application of all this to his problem of treatment 
may be somewhat obscure. Fortunately there is 
a very close parallelism between the prognosis and 
the treatment, and since the morbidity is a known 
factor the following regrouping according to 
prognosis should simplify considerably the rules 
for treatment. 

Tapie 2.—Classification According to Prognosis 
1. Benign—curable. 
(1) Osteogenic tumors, 
a. Exostosis. 
b. Osteoma. 
ec. Chondroma of the phalanges. 
d. Fibroma Q(ipoma, fibrolipoma). 
(2) Inflammatory conditions. 
a, Osteoperiostitis. 
b. Osteitis filrosa (bone cyst). 
(3) Giant cell tumor. 
2. Malignant—incurable. 
Osteogenic sarcoma. 
Iwing’s tumor. 
Myeloma. 
Angiosarcoma, 
Metastatic tumors. 
3. Borderline—hopeful. 
Central chondromyxoma (except phalangeal). 
Atypical sarcoma, 


Under benign come all tumors that are cura- 
ble by the comparatively simple surgical or non- 
surgical procedures which do not cause mutila- 
tion, deformity, or permanent disability. Under 
malignant come those which are hopeless, that is, 
those which are rarely curable by any known 
therapeutic agent. Under borderline come those 
tumors which are questionably benign or hopeful 
and which, like the operable malignant tumors 





elsewhere in the body, are sometimes curable by 
wide excision with attending more or less mutila- 
tion and deformity. 


TREATMENT OF VARIOUS GROUPS 


Benign.—The tumors in the benign osteogenic 
group which fall under the headings of oste- 
oma, exostosis, osteochondroma, chondroma, etc., 
should be treated by excision without destroying 
the supporting action of the skeleton. That is, 
the offending portion only is removed and no 
margin need be given. Perhaps one exception is 
the central chondroma which, in the long bones, 
oftentimes is not eradicable without resection, and 
for this reason these tumors have been placed in 
Group 3. In the phalanges, however, this same 
tumor runs true to form as a member of the be- 
nign osteogenic group in that simple curettement 
is sufficient. 

Osteitis fibrosa (bone cyst) is a self-limiting 
disease. All that is required is a stimulation to 
healthy normal reaction or, in the case of bone 
cyst, the collapse of the rigid bony cavity. The 
treatment, therefore, is x-ray or an equivalent 
stimulus, surgical fracture. 

Giant cell tumor, while not always self-limiting, 
is also curable under the influence of the proper 
stimulation to normal reaction. At one time it 
was thought necessary to curet and thoroughly 
destroy all the tumor tissue or, where this was 
impossible because of dangers of hemorrhage, re- 
section was thought necessary. We now know 
that giant cell tumor is curable probably in all 
instances by x-ray or radium. These agents, while 
they may not cause any appreciable shrinkage in 
the size of the tumor mass, do bring about an 
ossification, and limit the further spread of the 


clisease process. 
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Malignant.—In the malignant group the type 
of treatment is immaterial inasmuch as all thera- 
peutic agents are inadequate. Possibly osteogenic 
sarcoma in its earliest stages is curable by wide 
resection, but unfortunately metastases have prob- 
ably already taken place by the time the first evi- 
dence of the tumor is demonstrable by x-ray. 
While we must include osteogenic sarcoma and 
wing's tumor in the group of essentially incura- 
ble there are a few cases of registered tumors 
in each group which have lived without evidence 
of recurrence five years or more after the last 
treatment. 

Among Ewing's tumors the eleven reported by 
Connor in 1926 still remain well (Table 3). 
There have been no additions to the list. These 
represent 20 per cent of the fifty-four cases then 
registered. These survivors owe their lives to no 
definite type of treatment inasmuch as they were 
all treated differently. All had benefit of some 
form of surgery except one. He had x-ray treat- 
ment only. One case had multiple skull, and even 
intracranial metastases, and has now been alive 
and apparently entirely well for ten years after 
his last x-ray treatment. [wing’s tumor, there- 
fore, cannot be placed in the hopeful or border- 
line class because there must be some factor out- 
side the therapeutic agents employed that gives 
the cure, and it would seem that it is simply a 
case of good or bad luck if the patient survives 
or dies. 

Among the osteogenic sarcomata there are 
thirty-one five-year cures out of 125 registered 
cases which have been followed five years after 
the last treatment (Table 4). These have all been 
instances of tumors of the extremities and all 
have had amputation. None have had high dis- 
articulation except one, a growth in the upper 


Tas_e 3.—Cases of Ewing’s Tumor Contained in the Registry of Bone Sarcoma, Living 
Five Years or More 


Age at 
| Onset Location 


13 Clavicle 


| Scapula and 


| Young clavicle 


7 
‘ 


| Tibia 
30 Humerus 
Fibula 


Jaw 
Tibia 


Humerus 


Femur 


Femur 


Scapula 

















Treatment 


Excision 
Resection 
Amputation 
Radium 
Amputation 


Curettement 
Amputation 


Amputation 


| Amputation 


Amputation 


Resection 





Duration 
of ‘‘cure,”’ 
temarks years 
Recurrence - 
cure(?) 


x-ray treatment 


Combined with x-ray treatment 


Followed by radium and } 
Coley’s serum 
Cure(?) under 
alone 
Recurrence in 
x-ray. Cure(?) 
Followed by x-ray and radium 
Followed by Coley’s serum 


x-ray, 
treatment 


radium 


groin and lungs 


and 





Followed by x-ray, radium 
Coley’s serum 


Skull and intracranial metastases. 
Cured with x-ray, radium and 
Coley’s serum 


Followed by Coley’s serum 





Followed by x-ray 





re 


Teen ERD 
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TABLE 4.—Treatment Used in Registered Five-Year Cures of Osteogenic Sarcoma 
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end of the humerus. The majority were in the 
lower end of the femur. The answer might lie 
in the type of cell making up the majority of the 
growth. In reviewing the microscopic ‘pathology 
one is struck by the preponderance of chondroma- 
tous tissue, and when one looks at each case as 
a whole he is further struck by the fact that none 
of the cured cases were truly typical of any of 
the known forms of osteogenic sarcoma. ‘This 
group of thirty-one cures, therefore, probably 
does not indicate the real situation and for the 
present we must consider the clinically typical 
case of osteogenic sarcoma as incurable. 


Borderline.—\n the borderline group has been 
placed central chondroma and central myxoma, 
excluding the central chondroma of the phalanx 
which is apparently always benign. Myxoma is 
possibly a modification of cartilage and therefore 








Cellular Type Location 


Fibrosarcoma Tibia at knee 


Myxosarcoma Femur at knee 
ania | 


Chondrosarcoma Femur at knee 


Chondrosarcoma Femur at knee 


Myeloma(?) Femur at knee 


Mixed sarcoma Tibia at knee 


Osteosarcoma Humerus at shoulder 
‘Telangectatic sarcoma Humerus—middle 
Chondromyxosarcoma Femur at knee 
Chondrosarcoma | 


Chondro(?)sarcoma 


Fibro(?) sarcoma (atypical) Tibia at ankle 


Fibrosarcoma Femur at knee 


Chondrosarcoma Tibia at ankle 


Fibro (sarcoma?) Femur at knee 


Chondrosarcoma Ulna at elbow 


Mixed cell sarcoma Femur at knee 


Large round cell Femur at knee 


Mixed cell sarcoma Tibia at knee 


Femur at knee 


Spindle cell sarcoma Femur at knee 


Fibrosarcoma 
Chondrosarcoma Rib 


Large round cell sarcoma Tibia at knee 


Chondrosarcoma Tibia at knee 


Chondromyxoosteo Femur, lower end 
Tibia at knee 


Fibro(sarcoma) ? 


Left ilium 


Lower femur 


Small, round cell 


Chondrosarcoma 





Scapula 








probably should be included under the heading 
of chondroma. If so, this should add weight in 
the placing of chondroma in the doubtful group, 
because it is a well-known fact that tumors else- 
where in the body which show a high percentage 
of myxomatous tissue are extremely difficult to 
eradicate locally, requiring very extensive mar- 
gins. Furthermore it has been everybody’s ex- 
perience that chondroma tends to recur and that 
a simple shelling out or curetting out of the 
tumor is insufficient. These facts, together with 
the observation that a cell which resembles more 
or less closely the cartilage cell seemed to be the 
preponderating element in many of the thirty- 
one cured malignant tumors, might be taken to 
indicate that chondromatous tumors belong rather 
in the truly benign and innocent group than 
among the hopelessly malignant. 


SUMMARY 


In conclusion, most bone tumors are either ma- 
lignant, inoperable, untreatable, and rapidly fatal 
or are curable, either without the necessity of 
surgery or by a nondisabling and nonmutilating 
operation, All these are quite typical and practi- 
cally without exception can be positively diag- 
nosed by the clinical evidence alone. On the other 
hand, a small minority which are atypical clini 
cally may be curable by conservative amputations 
or wide resections. [Exploratory operations are 
strongly indicated in this group, but can be lim- 
ited to the clinically atypical cases. The employ- 
ment of amputation as a treatment of bone tu- 
mors should become relatively rare. Furthermore 
x-ray treatment should be given a trial and should 
be looked to for a cure until it becomes evident 
that the growth will not be affected by this thera- 
peutic agent or until the diagnosis becomes clear. 

The outcome, therefore, of our recent advances 
gained in the study of bone tumors is not the 
saving of lives but the saving of limbs. We 
have not advanced in the cure of sarcoma and 
probably will not save any of the victims of this 
disease until we find a preventive which will 
render the human body immune or until we have 
found some means of diagnosing sarcoma at an 
earlier stage, that is, before there is x-ray evi- 
dence of the What we have learned, 
however, is almost as important as saving lives. 
We have learned to allow our patients who are 
suffering with malignant bone disease to die 
whole under the comforting and pain-relieving 
effects of x-ray and morphin, and we have learned 
to carefully preserve the limbs affected with non- 
malignant disease, thus saving their owners from 
a life of mutilation, deformity, and disability. 

190 Post Street. 


disease. 


DISCUSSION 


Artruur U 
ester). 


Desyarpins, M.D. (Mayo Clinic, Roch- 
Doctor Bartlett is to be complimented on his 
excellent presentation and analysis of the present 
situation with reference to bone tumors. I do not 
care to enter into a discussion of the classification of 
bone tumors, because even the best pathologists in 
the country have failed to come to an agreement on 
this question. I concur with Doctor Bartlett in his 
remarks concerning the treatment of benign and in- 
flammatory bone conditions. I am not a surgeon but 
a radiologist, and any comments I may make must 
naturally be from the point of view of radiology. 

In connection with giant cell tumors considerable 
evidence indicates that these lesions are essentially 
chronic inflammations which sometimes undergo ma- 
lignant transformation. The general unfamiliarity 
with the effect of radiation on such lesions is still 
responsible for the amputation of many limbs, some 
of which might otherwise be saved. When a pure 
giant cell tumor is exposed to a moderate dose of 
roentgen or radium rays the treatment is followed 
within two weeks by a reaction characterized by 
swelling, pain, and redness, and the attending phy- 
sician or surgeon, as well as the patient, may infer 
that irradiation has increased rather than decreased 
the growth of the tumor. This reaction is only 
temporary, however, and subsides in a week or ten 
days. It is followed by slow but gradual repair, in- 


cluding deposition of new bone, and in the course of 
six to twelve months the lesion may have been com- 
pletely replaced by solid new bone. Unfortunately, it 
whether such a 


is sometimes difficult to be certain 
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tumor is entirely benign or whether it may contain 
malignant elements, and this throws on the attending 
physician or surgeon, as well as on the radiologist 
who may be treating the patient, a grave respon- 
sibility. If any such doubt exists it must at all costs 
be removed and the treatment must rest on this point. 
Also the economic situation of the patient must be 
considered. 

Among the true bone tumors some are relatively 
radiosensitive and others relatively resistant. Perhaps 
the most sensitive malignant tumor of bone is the 
endothelial myeloma of Ewing, which can often be 
made to disappear, sometimes permanently, but which 
may later exhibit metastasis in spite of the disappear- 
ance of the primary tumor. The chondrosarcoma 
comes next in radiosensitiveness. The fibrosarcoma 
is comparatively resistant. Some tumors of this kind 
retrogress to some extent under irradiation, but they 
seldom disappear completely, and even if they do, 
nearly always recur. ‘Tumors containing any con- 
siderable degree of myxomatous tissue usually exhibit 
a high degree of resistance and irradiation has little 
effect on growths of this kind. 


Joun C. Wirson, M.D. (1136 
Los Angeles).—Doctor Bartlett has well summarized 
the gravity of the malignant bone tumor, as_ con- 
trasted with the very gratifying results which may be 
obtained in the nonmalignant group, by means of 
nondeforming therapeutic procedures. Unfortunately, 
the early diagnosis of bone tumors is beset in many 
cases with formidable difficulties. The roentgeno- 
grams are sometimes characteristic and pathogno- 
monic, but all too frequently the roentgenologist is 
unable to tell us with absolute certainty the nature 
of the presenting lesion. We have seen a classical 
x-ray picture of osteogenic sarcoma produced by terti- 
ary syphilis. 


West Sixth Street, 


Of all the malignant tumors Ewing’s endothelioma 
is perhaps the most protean in its manifestations. 
It is often clinically indistinguishable from chronic 
osteomyelitis and presents a very similar x-ray ap- 
pearance. Recently we have seen a Ewing’s tumor 
which gave the characteristic x-ray picture of Brodie’s 
abscess. When faced by such uncertainties as these 
the surgeon is obliged to perform an exploratory 
operation, remove a tissue section, and turn to the 
pathologist for further information; but even here we 
encounter a difference of opinion which is disconcert- 
ing when one must decide whether or not to amputate. 

One addition to Doctor Bartlett’s borderline group 
is suggested: the angiosarcoma of relatively low ma- 
lignancy apparently offers a fairly good chance of 
cure by early amputation. The benign angioma if it 
involves any considerable amount of bone also be- 
longs in this group because of the fact that a rather 
extensive resection of the bone may be required. 


C. L. Connor, M. D. (University of California Hos- 
pital, San Francisco).—I believe Doctor Bartlett has 
given, perhaps for the first time in the history of bone 
tumors, a clinical classification which is practical and 
useful. I should not wish to think, however, that all 
of the groups which he calls incurable are always 
and quite definitely incurable. I should, as Doctor 
Wilson has done, remove this peculiar tumor which 
we now call angiosarcoma from the definitely in- 
curable group and say that, provided proper surgical 
treatment is initiated, it may be curable, that is to 
say, removed. I should also ask that Ewing’s tumor, 
or at least a certain percentage of them, be placed in 
the borderline group. We know that some arise very 
suddenly, metastasize very early and produce death 
in an extremely short time. There are others, how- 
ever, which may be removed in time. I do not en- 
tirely agree with Ewing that this tumor is multiple 
from the beginning and that, therefore, amputation 
is of no value. I should advise amputation or excision 
in all of these cases and should expect that in a small 
percentage a permanent cure could be effected. 
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Docror Bartietr (Closing).—The main point which 
I wished to bring out was that of surgical conserva- 
tism, that is, the avoidance of amputation if possible, 
and resection rather than high disarticulation. No 
case should be submitted to amputation without defi- 
nite proof that the condition is malignant and, con- 
trary to the principles of surgery in malignant dis- 
ease elsewhere in the body, it is well to take time for 
careful study before deciding on the type of treat- 
ment to be employed. Having decided upon amputa- 
tion one should resect rather than disarticulate, be- 
cause, with rare exceptions, any bone malignancy 
which is not curable by resection with a moderate 
margin, is not curable by the highest disarticulation. 
During the period of study, x-ray should be employed 
because a moderate amount of x-ray can do no harm 
in benign disease and it might bring some benefit in 
malignant disease. 

I must agree that angiosarcoma is sometimes cura- 
ble by amputation during the early stages of the dis- 
ease. The picture in the x-ray is fairly typical, but 
not until the process is quite advanced. It would be 
caught, therefore, in its early stages in the atypical 
group and would probably have the benefit of an 
exploratory operation. 


DIFFERENTIATION BETWEEN YAWS 
AND SYPHILIS* 
By B. C-N. O’RE1LiLy, M. D. 
San Francisco 


Discussion by Fred R. Fairchild, M. D., 
Alfred C. Reed, M.D., San Francisco. 


W oodland ; 


AWS (framboesia, paranghi, puru, gueos) is 

a disease of the tropics and especially of the 
South Sea Islands and western Pacific, including 
the Dutch Indies and Malaya. I encountered it 
first in 1912, 1913 and 1914 while in the British 
Colonial service as senior medical officer and 
deputy commissioner of the western Pacific. 
Later, after the war, | had to deal with it in the 
Malay states. In the western Pacific my govern- 
ment statistics showed that it occurred in the ratio 
of one to three of the population. 

Until comparatively recent times this disease 
was described only in books on skin diseases, and 
its general character was unrecognized. Inas 
much as the interchange of trade and passengers 
between the islands of the Pacific Ocean and this 
coast is on the rapid increase, it is necessary that 
the disease should be easily recognized else it will 
gain a foothold and become endemic in the sub- 
tropical parts of this country. 


STAGES 


The lesions of yaws divide themselves into 
three stages—primary, secondary, and _ tertiary. 
However, it should be stated that there are au- 
thorities who still deny the tertiary stage. This is 
probably due to the superficial similarity between 
the late secondary and tertiary manifestation of 
yaws and those of syphilis. In a community 
harboring both diseases the tertiary lesions of 
yaws would be ascribed to syphilis owing to the 
nonrecognition of the disease. 

*Read before the Nevada _ state 


Nevada, September 27, 1929. 


meeting at Elko, 


AND SYPHILIS 





‘O’REILLY 


BACTERIOLOGY 


The microorganism causing yaws is a slender 
treponema called Treponema pertenuis by Castel- 
lani, and is indistinguishable from the Treponema 
pallida of syphilis. It is constant in the primary 
lesion and in the unbroken secondary papule. It 
is found, also, in the lymph glands, spleen, and 
bone marrow. It is not demonstrable in the blood, 
but that the blood can be used as an infective 
agent is proved by monkeys developing typical 
lesions containing the treponema when injected 
with blood from an infected person. 


INOCULATION IN MAN 


Paulet, in 1848, ifoculated negroes with the 
secretion from yaws lesions and found the in- 
cubation period to be twelve to twenty days. The 
primary or “mother” yaw mostly appeared at the 
site of inoculation. Charlouis, in 1881, inoculated 
Chinese in the same manner and with similar re- 
sults. He later inoculated a Chinaman suffering 
from yaws, with syphilis. A typical primary sore 
sevens I have had out-patients in my island 
hospite i at Tarawa, Gilbert Islands, suffering 
from yaws develop a chancre in the days before 
salvarsan was used as a treatment for yaws, this 
proving the separate identity of the two diseases. 


HISTOPATHOLOGY 


The microscopic pathology of yaws has been 
studied by Unna, McLeod, Jeanselme, Plehn, 
Schuffner, Marshall, Shannon, Sieburt, Craig, 
Lehn, and many others. The outstanding feature 
is that yaws affects the epithelium rather than the 
cutis, the Treponema perienuis being found in the 
epithelial layer. In the papules the surface epi 
thelium is greatly increased in thickness and 
numerous elongated down-growths seen. The 
corium is the seat of marked edema with a diffuse 
cellular infiltration of polymorphonuclear, large 
and small mononuclear, eosinophil, and plasma 
cells. In the older nodules the plasma cells are 
present in enormous numbers. There is an ab- 
sence of the perivascular mononuclear infiltration 
and endothelial proliferation so characteristic of 
syphilis. 

PRIMARY STAGE 

The primary stage is manifested by a soft pap- 
ule, soon becoming a painful ulcer, in which the 
Treponema pertenuis can be found. The papule 
is usually extragenital and is not indurated. Its 
site depends upon the habits of the people. In 
the Pacific Islands it generally occurs on the 
lower limbs about the ankle. The natives fish on 
coral reefs by night and suffer many abrasions 
on feet and ankles, any of which provide a point 
of entry. The glands of the groin usually enlarge, 
but do not suppurate. In the Cingalese and 
southern Indian women, owing to their habit of 
carrying children astride the hip, the primary sore 
is frequently found there, while the children show 
the lesions in the crotch and about the external 
genitals. This primary sore, or “mother” yaw, 
often persists late into the secondary period and 
when healed can cause deformity from cicatrices. 








SECONDARY STAGE 


I found that a general eruption appears one 
to three months after the appearance of the 
“mother” yaw. In the brown-skinned native this 
first appears as a light fawn-colored stippling on 
the skin, with wide areas of healthy skin between 
the small clusters of stipple points. Kirst of 
all, the stipple points forming one small group 
coalesce to form a papule, which exudes a serous 
material, and this on drying forms a yellow crust. 
If the crust be lifted a raw surface with red and 
yellow granulations is hence the French 
name framboesia (a raspberry), which it re- 
sembles. 


seen, 


Some of the papules may coalesce with their 
immediate neighbors, or more papules come up 
between, till the whole body, including the eyelids, 
may be covered with papules and yellow crusts. 
The not attacked, which is 
one of the distinguishing points from syphilis. 
This stage lasts from three to twelve months, It 
is generally ushered in by malaise, pain in the 
joints, and fever. The eruption is not painful, 
but may itch, and has a musty offensive odor. 
When the eruption dries up by natural involution 
or from treatment, dark pigmented blotches are 
left at the site of each papule. 


mucous surfaces are 


TERTIARY PERIOD 


The tertiary stage has been denied by some 
observers, probably because of confusion with 
syphilis in communities harboring both diseases. 
It sometimes follows directly on the secondary 
stage, but usually is delayed and often appears 
years later. The characteristic lesions are gum- 
matous nodules and deep ulcerations. While the 
mucous membranes are usually not attacked, most 
observers now that an ulcerative 
condition of the nose and palate causing a horri- 
ble deformity, is a manifestation of tertiary yaws. 

In the periostitis is common, 
around joints juxta-articular nodes appear. 
ple dactylitis is common. 
of x-ray examinations, 
regularly oval, 


agree gangosa, 


while 
Multi- 
Maul, in a careful series 
notes “rarefied areas, ir- 
with the axis parallel to the bone.” 


bones, 


The blood picture presents a marked polychro- 
matophilia. Leukocytes average 7000 to 11,000. 
The large mononuclears are increased. ‘The lym- 
phocytes are not increased as in syphilis. 


RESPIRATORY SYSTEM 


Most observers state that the lungs are not 
affected. In my experience, the ne inci- 
dent is significant. A ship came to the Gilbert 


Islands recruiting labor for a phosphate com- 
pany. A careful medical examination was made 
of all volunteers and only those of exceptional 
standard were permitted to go, as the contract 
called for three years of service. Out of four 
hundred men, 
a year with the diagnosis 
losis” 


ten were returned in the course of 
“pulmonary tubercu- 
written against their names by the medical 
These men had 
and no 
The tubercle bacil- 


officer of the phosphate company. 
very little cough, slight loss of weight, 
evening rise of temperature. 
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lus was not found in the sputum. They had been 
diagnosed as pulmonary tuberculosis on the slight 
cough and a blood-streaked sputum. Treatment 
by neosalva: arsan immediately stopped all symp- 


toms. Weight was regained and cough ceased. 
There were no further hemoptyses and in the 


next year none showed any 
pulmonary tuberculosis. 
yaws years before. 


signs or symptoms of 
All “had had secondary 


DIAGNOSIS 


In the case of the primary sore, the locale and 
the fact that the disease is indigenous should 
cause search to be made for the Treponema per- 
tenuis. The is usually extragenital and un- 
indurated. 


sore 


The secondary eruption is pathognomonic. 

In the tertiary stage of yaws greater difficulty 
is encountered in differentiating it from syphilis. 
The presence of juxta-articular nodes and the ab- 
sence of endarteritis is confirmatory evidence of 
yaws. 

The central nervous diseases, such as general 
paralysis of the insane and locomotor ataxia, do 
not result from yaws, but I have seen cases of 
paraplegia due to the involvement of the bones 
of the vertebrae. 

The Wassermann test is no help as it is invari- 
ably positive. In connection with this it is start- 


ling to note that Dr. William W. Ford, in his 
textbook of “Bacteriology,” states that the Was- 


sermann 
diseases. 


test will differentiate between the two 

The three main points in the differential diag- 
nosis between yaws and syphilis are: (1) extra- 
genital, unindurated ulcer, containing a_ tre- 
ponema; (2) characteristic secondary eruption; 
and (3) - therapeutic test of the extreme rapid- 
ity of response to salvarsan treatment. 


TREATMENT 


When Ehrlich and Hata gave out their “606” 
they must have hoped for the results in syphilis 
that we get in yaws. Nothing is more dramatic 
than to see a patient covered with a secondary 
eruption so closely spaced as to be analogous to 
a confluent smallpox clear up after the first in- 
jection of salvarsan, and in five to seven days 
have only a few scabs left. These fall off and by 
the end of the second week, after the second in- 
jection, nothing but the dusky pigmented patches 
remain to mark the sites of the papules. When 
neosalvarsan appeared it was found to be su- 
perior because it was equal in results and without 
danger, and I have used it hypodermically on 
both adults and children. 

Recently bismuth has been used with the same 
effect. In regions where mass treatment is neces- 
sary the question of expense naturally comes in. 
lor my first two thousand cases the authorities 
appropriated only $100 for salvarsan. The suc- 
cess attending the treatment of the first two hun- 
dred patients loosened government purse strings 
and my supplies later cleaned up about eighteen 
thousand people. 
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Recently bismotartrate of sodium, an inexpen- 
sive drug, has been found as effective as_ the 
arsenicals. G. L. Gilks of Kenya, Africa, uses 
0.2 gram freshly prepared in solution, boiled for 
sterility and injected intramuscularly. Recent 
check on old cases shows over 53 per cent of com- 
plete cures after five years. 

Treatment by iodids and mercury is useless. 

COM MUNICABILITY 


In the seaport towns of California many Pa- 
cific Islanders find work which brings them in 
close contact with the white population. The 
communicability of yaws has been proved both 
by direct contact and by flies. In Tarawa hospi- 
tal the flies crawling on uncovered eruptions and 
ulcers were caught and the Treponema demon- 
strated in the washings from their legs. Castel- 
lani has infected a monkey by flies fed on yaws 
scrapings. Cases of yaws no doubt occur in our 
coastal cities especially among oriental children 
arriving or returning from a visit to their native 
land, and they can communicate it to children 
here with whom they come in contact. 


SUM MARY 


1. Yaws is endemic in the islands of the Pacific 
Ocean, and its easy transmissibility makes it a 
menace to the Pacific ports of this country. 

. The lesions of yaws occur in three stages 
“a are casily confused with those of syphilis. 

3. The primary lesion is usually extragenital 
and unindurated. 

4. The secondary lesions manifest themselves 
as pathognomonic stipple points over the body 
which later coalesce to form characteristic pap- 
ules. It is the exception for the mucous surfaces 
to be attacked. 

5. The tertiary lesions are usually accompanied 
by juxta-articular nodes and there is an absence 
of the endarteritis noted in syphilis. 


6. Cases of symptomatic pulmonary tubercu- 
losis, in which the tubercle bacillus has not been 
demonstrated, and in which there is no history of 
syphilis, may be yaws and cure follows the use of 
salvarsan. 

7. The Wassermann test is invariably positive 
and hence is valueless in differentiating from 
syphilis. 

8. Iodids and mercury are useless therapeutic 
agents in the treatment of yaws, while the arseni- 
cals and bismuth are specifics. 

1001 Flood Building. 

DISCUSSION 


Frep R. Faircuitp, M (Woodland Clinic, Wood 
land).—-It would be presumptuous for me to attempt 
a scientific discussion of Doctor O’Reilly’s contribu 
tion to the literature on differentiation between yaws 
and syphilis, since I have never been fortunate 
enough to recognize a patient suffering from yaws, 
even if I may have encountered the disease. 

I can only congratulate this society most heartily 
that the paper has been presented, for those of us 
who are practicing on the Pacific Coast must recog- 
nize the fact that yaws, if infrequent in our territory 
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at the present time, will almost certainly be a dis- 
ease to be reckoned with in the future. 

The review of the subject by Doctor O'Reilly with 
his simple and clear differentiation between the dis- 
ease and syphilis affords every physician the means, 
without extensive investigation, to prepare himself 
sufficiently to recognize this disease should he en- 
counter it. 


ye 


A.Frep C. Reep, M. D. (384 Post Street, San Fran- 
cisco).—I have read with much pleasure Doctor 
O’Reilly’s really excellent survey and summary of 
yaws. My own experience with this disease includes 
numerous cases in Ceylon, Malaya, and Manila. In 
its epidemiology there are certain peculiar features. 
It is taday spreading rapidly in central Africa. While 
common in Ceylon it is rare in India and almost 
unknown in China. In two years’ medical experience 
in south central China, | did not once see it. The 
possibility of its endemic establishment anywhere in 
the United States seems to me so remote as to be 
negligible. It is a true tropical disease which, in en 
deniic districts, is not found in cool climates or above 
an altitude of about one thousand feet. The one re- 
corded exception is its occurrence in Formosa _ be- 
tween the altitudes of fifteen hundred and three thou- 
sand feet only. The influence of physical factors of 
climate on its transmission are but poorly understood. 

In the United States two conditions preclude its 
endemic establishment even though imported cases 
are not rare in the southern states and even farther 
north. [| have seen two cases brought in to San Iran- 
cisco: (1) Unknown elements of climate, and viabil- 
ity of the spirochete seem effectively to prevent its 
spread or development locally. (2) A yaws lesion in 
the United States is almost certain to be treated 
promptly either as yaws or as syphilis, in either case 
being cured before serious risk or transmission could 
develop. 

I am especially interested in the cases Doctor 
O'Reilly describes of respiratory conditions in men 
who, years before, had had secondary yaws, and 
whose cough and hemoptysis were promptly cured by 
neosalvarsan. One could wish for details of x-ray ex- 
amination and sputum cultures for fungi in these 
cases. In view of Schébl’s work, a diagnosis of yaws 
could hardly be substantiated in these cases without 
more evidence, at least not without the demonstration 
of characteristic spirochetes either in the sputum or 
preferably from lung punctures. Sché6bl has showed 
that immunity in yaws always results when the total 
duration of yaws lesions approaches seven to eight 
months. In these respiratory cases the diagnosis of 
yaws would require evidence that the patients had not 
suffered from yaws previously for more than a total 
duration of seven to eight months, as a longer dura- 
tion would give immunity. Sch6bl proved that up 
to this period necessary to produce immunity, super- 
infection is possible and that typical gangosa can be 
produced in monkeys by superinfection, a persistent 
yaws lesion on the nose extending directly through 
and by contiguity invading, the deep structures of 
the nose 

I believe that Doctor O’Reilly is correct in con- 
sidering yaws and syphilis as distinct but closely re- 
lated diseases. This is contrary to the view of Stitt 
and Butler based on observation and experiment in 
Haiti. Unfortunately yaws does not seem to stand 
in the relation to syphilis that cowpox does to small- 
pox. Yaws is transmitted by the agency chiefly of 
formites, personal contact, and flies. It requires an 
abrasion or breach of continuity in the skin for in 
oculation. It does not attack viscera or mucous mem 
branes. Not only are juxta-articular nodules due to 
yaws and apparently at times also by syphilis, but 
the strange African disease, goundou, is held by some 
to be a manifestation of yaws. 

In differentiation from syphilis, we find no help 
from study of the spirochete. Yaws, in general, has 
a softer initial lesion which is always extragenital, 
and persists along with the general eruption, there 





being no intervening latent period. The general rash 
consists of lesions identical in structure with the pri- 
mary lesion, which tend to appear in crops. ‘The 
quick therapeutic test is valuable. 


Docror O’Remiy (Closing).—Once a well known 
author wagered that he could write a convincing book 
about New Guinea without ever seeing the country. 
With the aid of government blue books, trade re- 
ports, books of travel, novels, and an atlas, he wrote 
his book. It was convincing. There was only one 
mistake. The author introduced a tiger into his narra- 
tive. There are no tigers in New Guinea. 

To me the question of moderate altitude and its 
marked effect upon the incidence of yaws is a New 
(juinea tiger, Somebody must have mentioned it once 
as every authority I turned up refers to it, but gives 
an exception or quotes one. Harper of Fiji states 
that 95 per cent of the population suffers from yaws, 
without giving any altitudinous exception. Fiji is a 
mountainous country, so is New Guinea. I have lived 
in both countries and I believe Harper. 


THE LURE OF MEDICAL HISTORY 


THE EXTRA ACADEMIC ORIGIN OF 
MEDICAL SPECIALTIES* 
PART I 


By LeRoy Crummer, M.D. 
Los Ingeles 


} ‘HE impression usually gained from reading 

the standard texts in medical history is that 
our honored profession has been one of continu- 
ous and uninterrupted advance hastened materi- 
ally by the invention of printing and the intel- 
lectual awakening of the Renaissance. [ven the 
titles of the short and attractive histories of medi- 
cine substantiate this impression: Dana’s “Peaks 
of Medical History,” Osler’s “Ivolution of Mod- 
ern Medicine,” and laber’s “Nosography” ; all, 
by the way, most interesting contributions, imply 
this method of development. 

There are, however, the valleys as well as the 
peaks, and the shadows unseen in a bird’s-eye 
view may be as interesting, if not as important, 
as the prominent visible structures in the evolu- 
tion of the art and science of medicine. 

Academic medicine of the dark ages is pictured 
most fully perhaps at Salerno, where, under the 
enervating sun of southern Italy, the professor 
Catholic, Greek, or Arab—gathered a group of 
students on the steps or in the patio to discuss the 
philosophies of medicine, and more particularly 
to comment on the writings of the masters of pre- 
vious ages. At Montpelier the same method was 
used, and later at the famous Italian universities 
discussion and comment marked medical instruc- 
tion which was but a part of the general cur- 
riculum and which was included in the training 
of many university students but mildly interested 
in medicine, either as an art or a science. 


Medicine in many periods has suffered from an 
unfortunate type of leadership. The doyens of 


*Introductory lecture in the recently established depart- 
ment of medical history, Medical School of the University 
of California. 
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the profession in the various centuries have been 
actuated in many instances by a feeling of superi- 
ority to their environment, and have been firm in 
the belief that that which did not come within 
their range of vision could not exist; with the 
result that a great many things which are now 
part and parcel of everyday teaching and _ prac- 
tice were at some time considered distinctly for- 
eign to the activities of the university-trained 
physician. 

The centuries-long separation of medicine and 
surgery is too great a topic to be considered in a 
single brief lecture, but this separation naturally 
has played a great part in the development of 
medical ideation. Granted that both Hippocrates 
and Galen may have personally directed operative 
attack, even if they and their followers had no 
manual participation in the actual work, there 
was a period, lasting many centuries, when it was 
beneath the dignity of the physician of the long 
robe to allow his superior mentality to be con- 
fused with methods or details, or even indications 
for operative approach. During this time, oper- 
ations were left to the consideration and the in- 
telligence of the supposedly ignorant barber, 
though some of these by industry and application 
managed to add one word to the class designa- 
tion and became barber-surgeons, to whom were 
entrusted practically all surgical manipulation as 
then known. This included not only the almost 
universal practice of phlebotomy in which the 
barber-surgeon was, of course, directed by the 
physician of the long robe, whose discussions of 
the indications and locations for bleeding fills 
many a large volume, but also the treatment of 
fractures, wounds and dislocations and, in fact, 
all forms of emergency surgery; more especially, 
it might be mentioned that all early discussions 
concerning the effect and treatment of wounds 
caused by the missiles projected by the newly dis- 
covered gun powder, were written by barber- 
surgeons attached to, but not a part of, the con- 
tending armies in the numerous wars of the time. 

ORIGINS OF VARIOUS SPECIALTIES 

While it is quite true that surgical writings 
were handed down in classic text from Salerno 
and Montpelier, and even in part from the more 
ancient authors, the texts of de Chaulliac, de 
Mondeville, and the four Rogers, and even John 
of Arden, were for the most part extremely theo- 
retical, and written from the philosophical side 
of the medicine of the period, with but a single 
erain of wheat in a whole bushel of argumenta- 
tive chaff. These books, written of course in 
Latin, sufficed for the little surgery the physician 
consented to know, but were of no benefit what- 
ever to the ignorant one-language barber-surgeon, 
who evolved his own methods by empiricism and 
rule of thumb. But even the barber-surgeon 
could not escape the universal furor scribendi, 
and so antedating a little the mystic year, 1500, 
and extending over the next four decades, there 
were published a series of practical surgeries em- 
bodying the methods, rules, procedures and ideas 





















nr 


ee 





December, 1930 


of this craft. Braunschweig, Gersdorf, Phrysius, 
Paracelsus, and Ryff, each wrote a “Great Sur- 
gery” during these forty years. 

Braunschweig, founder of the so-called Strass- 
burg school, seems to have had a training which 
included army service, and the usual wandering 
from town to town in pursuit of his calling, and 
to this he added some knowledge of the works of 
Hippocrates and Galen. He probably also spent 
some years as a distiller and apothecary. We 
know that the later years of his life were spent in 
Strassburg, and there in 1497 he wrote his cele- 
brated book on surgery, richly illustrated with 
woodcuts by the best artists of southern Germ: ny. 
No better evidence of the definite separation of 
medicine and surgery at this particular time can 
be found than in Braunschweig’s definition of a 
surgeon : 

“Whoever it is who wishes to study and learn the 
art of treating injuries, he will then be called a sur- 
geon, as this name comes or springs from Ciros 
which is Manus, that is, just the same as hand, and 
gius which is just as much as working, wherefore, 
that means working with the hand, as the physician 


or body doctor does not know working with the 
hand.” 


The popularity of this first surgery in the ver- 
nacular was shown by the fact that there were 
five editions in the year in which the original ap- 
peared, three of which would now be called 
pirated editions, and a half-dozen editions printed 
later, including translations into English, Dutch, 
and Bohemian. In reality, this book set the 
standard which was imitated by the other works 
mentioned during the next fifty years, and while 
there were few improvements in the text, these 
later books attempted to rival and at times per- 
haps excelled in the beauty of illustrations which 
in all these books are of great importance, not 
only in the history of medicine, but also in the 
history of civilization. 

Hans von Gersdorf, whose real name was 
Shielhans, with the aid of his publisher, sur- 
passed Braunschweig in the beauty of the illus- 
trations which were drawn by the most eminent 
artists of the time. His text has nothing remark- 
able, but each of the woodcuts had appended 
little four-line verse, in many of which he ex- 
presses a fundamental tenet not unappreciated by 
the surgeon of today. One of these reads: 

“To cure St. Anthony’s fiery dart 
Removing arms hath certain art, 

Which is not in all men to do, ’tis true, 
So send your work to me to do.” 


Braunschweig and von Gersdorf were admit 
tedly barber-surgeons; Phrysius occupied a little 
higher rank, that of city physician of Colmar. 
Walter Ryff was frankly only an editor, and a 
very good one—a compiler of other men’s work, 
but he deserves great praise for his acumen and 
judgment, in making available to the German 
barber-surgeon the attractive works of the period, 
not only in surgery but in the other branches of 
medicine. 
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Paracelsus was practically the only man of his 
period who attempted to combine medicine and 
surgery and write upon and practice both di- 
visions. His exact position as a directing factor 
in medical development has not yet, and probably 
never will be, actually determined between the 
idea of the “God of the Machine” as advanced by 
srowning, and held by most German authorities, 
and the contempt evidenced by many of his con- 
temporaries, particularly the Swiss and French 
There must be a middle ground which correctly 
represents his influence, but his attempts to 
reconcile in one individual the practice of sur- 
gery and medicine was unsuccessful, and these 
two arts continued their divergent ways for a 
long time in most countries, and even up to the 
present time in Great Britain. 

Thus surgery was for a long time not a por- 
tion of medical training or practice, and even far- 
ther afield from the concept of the physician of 
the period were many of the surgical specialties 
which originated and persisted as “family secrets” 
and encountered the utmost resistance from the 
faculty when attempts were made to make them 
a part of medicine. 

Facial surgery, especially nasal restoration, was 
a secret of the Sicilian family of Branca for 
centuries, and when brought to the attention of 
the profession by the publication of Tagliocozzi's 
great book in 1597, the work was not generally 
accepted, and even Venice, his home, it raised 
such a storm of protest that after his death the 
poor old surgeon’s body was torn from its tomb 
and carelessly thrown into a shallow grave in 
unconsecrated ground. While the 
mained obdurate, the method did bee escape the 
Samuel 


profession re- 


notice of the clever [English satirist, 

Butler, who says in Hudibras: 

“Thus the great Tagliocozzi from the brawny part ot 
porter’s bum 

Made supplemental noses which would last as 

long as parent stem, 

But when the date of nock was out, off dropt the 
sympathetic snout.” 


This entire method, despite the fact that it was 
strongly defended by Ambroise Paré, was con- 
sidered quackery of the first water until as late 
as 1840, when Dieffenbach had the courage to 
revive it. 

Lithotomy.—The_ present-day great field of 
genito-urinary surgery had an equally humble 
origin. Kor some unexplainable reason, stone in 
the bladder was much more common in the seven- 
teenth and eighteenth century than at the present, 
and the intense pain of this condition forced the 
sufferers to seek aid which was not generally 
available until late in this period from the sur- 
geons of the long robe. The method of lithotomy 
was a family secret of the Colots during the six- 
teenth and seventeenth centuries, but the greatest 
achievements in this line were those of Frere 
Jacque, —— a day laborer, soldier, and 
finally a member of the Franciscan Order ; he in- 
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vented lateral lithotomy, and became the rage of 
Paris, where he operated on both paupers and 
the nobility. An amusing story is told of an oper- 
ation upon Guy Patin, than whom no one has 
been more firmly entrenched as leader of the 
ultra-conservative phy sicians. Patin suffered ex- 
tremely from stone in the bladder and during the 
agony of one of his attacks was wont to beg for 
the last of the Colots, only to repudiate his wish 
when the attack was over. Madame Patin was 
able to anticipate to a certain extent the time of 
recurrence and with a woman’s cunning arranged 
to have Colot concealed in the house at the time 
of an attack. Writhing in pain, the celebrated 
professor again prayed for operative relief, and 
this time Madame Patin was able at once to pro- 
duce the operator. Of course, the sufferer tried 
to avoid the operation, but Colot, fully prepared, 
operated willy-nilly and successfully. 

In envy of these methods introduced from the 
outside, the higher class barber-surgeons of Paris 
seized upon this procedure and developed such 
dexterity that, it is said, Mareschael, surgeon to 
Louis XIV, could do eight lithotomies in thirty 
minutes. 


Herniotomy.—Herniotomy became an oper- 
ation of general use by the improvements in- 
troduced through the genius of a _ peripatetic 
barber-surgeon, Pierre Franco, who, being a 
Protestant, was subjected to persecution during 
the years of the Reformation, and was forced to 
live alternately in the various towns of western 
Switzerland and eastern France. He was the first 
to operate for strangulated hernia, and by his in- 
genuity developed an operative procedure for the 
correction of inguinal hernia which saved the 
testicle, hitherto sacrificed. He was also a lithoto- 
mist of renown, and left as a heritage to the 
medical profession two books—a small one pub- 
lished in 1556, and a large one in 1561—which 
contain his remarkable contributions to basic 
surgery. 

The predominating influence in this advancing 
position of operative surgery was the greatest of 
all the barber-surgeons, Ambroise Paré, who 
began his career in the lowest ranks of barbers, 
only by his genius and application to become the 
greatest surgeon of his period, mainly by his own 
industry, but not unhampered by the influence of 
the four kings to whom, in turn, he was suc- 
cessively surgeon in ordinary. He advanced 
through the various grades of his craft until 
time he was both in title and in deed the greatest 
of the barber-surgeons. His life is an epitome of 
the constant struggle between discovery and con- 
troversy, for almost every one of his innovations 
was resisted by the faculty of Paris with that 
same prejudice and obstinacy which became the 
target for the ridicule of Moliére a century later. 
To Paré we owe the use of the ligature instead 
of the hot iron in the hemostasis. He cast aside 
the complicated oils and plasters as application to 
wounds in favor of the simplest possible irriga- 
tions and dressings. He treated ulcers of the leg 
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with a tightly applied sheet of lead upon which 
mercury had been rubbed, a method so modern 
that it has not even been rediscovered. But 
greater than all was his attitude toward his pa- 
tients, which is given in his frequently reiterated 
statement of faith, which might still be the guide 
of every physician and surgeon; “I treat them, 
God cures them.” Quite uneducated in the gen- 
eral acceptance of the term, he began, neverthe- 
less, to write in French quite early in his career, 
and at the age of thirty-five he published his first 
book on gun-shot wounds. He published at least 
eight other books before the appearance of his 
work on surgery in 1575, which was later trans- 
lated into Latin, German, English and Dutch, 
and was the standard work on surgery for nearly 
a century; in fact, the last edition in French was 
as late as 1685, one hundred and ten years after 
the first edition. 

Ophthalmology. — Ophthalmology also origi- 
nated from the same level; the first real book 
other than certain slight theoretical discussions on 
diseases of the eye, was the “Augendienst” of 
George Bartsch, 1583. Bartsch, originally a 
barber-surgeon, brought together from his own 
experience methods of treatment of practically all 
diseases of the eye known even to the present 
time. 

The classic books on the treatment of the 
eye were available only in Latin, of which the 
earliest and most important has recently been 
translated most delightfully by Dr. Casey A. 
Wood. All these conditions were most accurately 
described by Bartsch, illustrated with drawings 
by his own hand, and the operative procedures 
indicated were discussed in detail by this God- 
fearing reformer, whose influence on this branch 
ot medicine was practically forgotten during the 
next century, when treatment of diseases of the 
eye became the especial province of traveling 
quacks, of whom the greatest was Sir John Tay- 
lor (1708-67), who toured Europe in a coach 
and four, the coach being decorated with painted 
eyes. He operated indiscriminately everywhere, 
although at home in London, when he was suffi- 
ciently impressive to be appointed oculist in ordi- 
nary to good Queen Anne. 

The eager desire of the people for instruction 
concerning diseases of the eye was met by a long 
series of “popular books’ on this subject, of 
which I will only mention two. Heinrich Vogther 
of Strassburg, barber-surgeon, court attendant, 
and probably the woodcutter responsible for one 
of the earliest fugitive sheets, wrote a little tract 
on the care of the eyes in the ye ir 1538, on the 
title of which he signs himself “Augenartzt zu 
Dillingen,” and Walter Bayley, Queen’s Pro- 
fessor of Physic at Oxford, published about 1587 
“A Brief Treatise on the Preservation of the 
Eyesight” which, as far as I know, is the first 
privately printed book with a page for personal 
dedication to the recipient, usually one of the 
nobility of his extensive clientele. 
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CLINICAL NOTES AND CASE 
REPORTS 


TREATMENT OF BARBITAL POISONING 
WITH GLUCOSE* 


By Grorce H. SANpeRSON, M. D. 
Stockton 


‘T has been our experience that in the past few 

years barbital or veronal poisoning is a fre- 
quent cause of death, either accidental or suicidal, 
and that this is on the increase due to an increas- 
ing popularity of these drugs. 

Johnson, Luckhardt, and Lighthill’ have re- 
cently reported the results of treatment of six 
dogs that had been given large doses of barbital, 
with glucose intravenously a few hours later. 
These animals recovered from their narcosis, on 
the average, in less than half the time which it 
took control animals that had not received glu- 
cose to recover. ‘The authors ascribe the benefit 
to diuresis, resulting in increased elimination of 
the drug. 

These authors also report one clinical case as 
follows: 


“Mrs. R., age twenty, admitted to St. Luke’s Hos- 
pital as a patient of Doctor Elliott at 1 a.m., March 3, 
1929, in a semistuporous condition with a history of 
having taken sixty grains of barbital three or four 
hours previous to admission. She was given 1500 
cubic centimeters of five per cent dextrose solution 
intravenously. This promoted marked diuresis; in six 
hours she passed 1100 cubic centimeters of urine. By 
6 a. m., five hours after administration, she could 
easily be roused, and by noon she showed very few 
symptoms from the drug.” 


[ wish to report a case of apparently much 
more serious nature than the above, whicli, it 
would seem, certainly should have died, except 
for the administration of intravenous glucose. 


REPORT OF CASE 


J. L., age twenty-six, admitted to Stockton itmer- 
gency Hospital at 7 p. m. September 1, 1930, with 
a history (confirmed later) of having taken two hun- 
dred grains (forty tablets) of barbital four hours pre- 
viously, with suicidal intent. He was deeply coma- 
tose, unable to swallow, face flushed, deep stertorous 
breathing, and could not be roused by any means. 
Reflexes were present, but there was practically no 
voluntary muscular movement. At 7:30 his stomach 
was washed out, and Epsom salts instilled. Strong 
coffee was given both rectally and by mouth several 
times, as well as other stimulants, but without effect. 
Large involuntary bowel movement and involuntary 
urination occurred several times. Despite his treat- 
ment, patient became progressively worse. At 8 p. m. 
September 2, patient was cyanotic, pupils dilated, 
temperature 102.6, pulse 150, respirations 64. He ap- 
peared about to expire. Having just read the above- 
mentioned article, we decided to use heroic measures. 
Eight hundred cubic centimeters of 20 per cent glu- 
cose was given intravenously. An hour later, patient 
had a chill and became restless, moving about for the 
first time since entry. This continued throughout the 
night. At 6 a. m. patient began talking incoherently, 
and for the first time could swallow. The following 


* Report of a patient whose life was apparently saved 
by this measure. 
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day, September 4, patient was semiconscious, but 
confused. On September 5 he was improved, and on 
September 6 was quite rational. 


In calling attention to this method of treat- 
ment, the Chicago investigators have surely con- 
tributed to our knowledge of treatment of poison- 
ing. However, in noting the dramatic effect of 
intravenous glucose in this case, I cannot believe, 
as they have assumed, that the benefit is due en- 
tirely to diuresis, but think that there must be 
some more definitely detoxicating action. In this 
case, excretion of urine was very free before 
glucose administration, and although profuse diu- 
resis and diaphoresis occurred after administra- 
tion, which on account of incontinence was not 
measured, I cannot see how this could account 
for the results without assuming some more spe- 
cific action. 

[ am reporting this case immediately in the 
hope that, by calling the attention of the pro- 
fession to the truly remarkable effect of this 
commonplace measure, lives may be saved. 

809 Medico-Dental Building. 
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CEREBRAL SYMPTOMS IN HYPERTENSION 


By WiLi1AM H. Barrow, M.D. 
San Dicgo 


HI relief of the various subjective symptoms, 
associated with hypertension, is often a baf- 
fling therapeutic problem. Any effective thera- 
peutic measure of proved value is, therefore, 
worthy of note. O'Hare and Hoyt! recently re- 
ported their observations on the use of an extract 
of mistletoe for the relief of the cerebral symp 
toms of this disease. They mention the headache, 
dizziness, tinnitus and feeling of pressure in the 
head, associated with a certain degree of mental 
lethargy or confusion, which are well-known dis- 
tressing manifestations in the symptom complex. 
Of the one hundred cases reported, the use of 
mistletoe afforded relief of headache in 75 per 
cent and of dizziness in 74 per cent. Of four 
cases with tinnitus, two were relieved. Although 
there was a lowering of pressure in 25 per cent 
of the cases, the authors do not interpret this as 
evidence of any hypotensive action by the drug. 
It has been reported * that the drug given intra- 
venously and in larger dosage does lower blood 
pressure by vasodilation and that there is a slow- 
ing of the pulse by vagal stimulation, 

My own experience with this extract confirms 
the report of O’Hare and Hoyt as to its efficiency. 
Particularly gratifying to the patient is the relief 
from the muddled sensation and “pressure in the 
head” complained of. Although the systematic 
use of the drug as recommended has given good 
results, it has in certain cases been necessary to 
use it only at intervals, for one or more doses, as 
indicated for the relief of symptoms. Several pa- 
tients have reported that two teaspoonsful, taken 








as needed before breakfast, carried them com 
fortably through the day. This observation is at 
variance with the findings of O’Hare and Hoyt, 
who state that relief usually comes only after 
several days of treatment. 

| have not in any of my patients observed a 
fall in blood pressure that would seem to be duc 
to the use of the extract. Its use in tinnitus, “full 
ness in the head,” dizziness, and so forth, not 
associated with hypertension, has afforded no re 
lief. There has been no toxic effect noted in any 
patient, nor has prolonged administration thus far 
resulted in lessened efficacy. 

There is certainly some question as to the thera- 
peutic wisdom of artificially lowering blood pres- 
sure except where the pressure is suddenly and 
unduly elevated. Subjectively such procedure 
often produces physical depression that is more 
distressing than the original state. There is some 
satisfaction, therefore, in having available a drug 
which will relieve symptoms without other ap 
parent systemic effect. 

The preparation used and referred to in the 
report of O’Hare and Hoyt and in this article ts 
Intrait de Gui, manufactured by Dausse et Cie 
of Paris, and distributed in this country by 
lougera & Co. Because the drug does not seem 
to be generally known, it has seemed worth while 
to call attention to it and to thus stimulate further 
observation as to its value. 
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UNIVERSITY OF CALIFORNIA HOSPITAL 
MEDICAL DIVISION* 


REPORTS AND DISCUSSIONS ON PATIENTS HAVING 
TUBERCULOSIS INVOLVING THLE EYES 


PATIENT: Miss K. D. Admission No. 78001; 
single; female; age twenty-two. Entered University 
of California Hospital medical teaching service Sep 
tember 1, 1930. 


Chief Complaints—Weakness for nine weeks. Pain 
along costal margin for five weeks. 


Present Illness. — About four months ago—around 
May 1—patient had some pleuritic pain at left apex 
which lasted two days. Prior to this she had been in 
good health and she was in good health following this 
until nine weeks ago, when she began to feel tired 
and felt that she would like to go to bed. She con- 
tinued to work for one week without much change in 
her condition. On arriving home one evening about 
eight weeks ago, she felt chilly and went to bed. She 
believed she had fever during the night. She remained 
in bed for four days without any decrease in her 
sense of fatigue, and then called a physician. He told 
her she was run-down, anemic, and had some fever, 
and advised her to stay in bed. He gave her a tonic, 
which she thinks contained some iron, and some pow- 
ders. She followed his instructions for three weeks 
without any noticeable change in her condition. Her 





*This report gives discussions on patients presented 
at the Wednesday morning staff conferences. 
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physician then advised her to go to the mountains for 
a week or so to recuperate. About this time, five 
weeks ago, she began to have a dull pain under both 
costal margins which would come on when she would 
take a big breath, would sneeze, or cough. There was 
no radiation of the pain. She went to the country for 
a weck, The pain did not leave, and her sense of 
fatigue was still present. Since then, four weeks ago, 
she has improved somewhat, but has not gotten en 
tirely well. She has had no cough, sputum, hemopty- 
sis, noctidrosis, nausea, or vomiting. Her appetite 
was poor at first, but during the past four weeks has 
been good. 

Family History—No familial tendencies known. 

Previous History.—Residences: San Francisco all her 
life. 

Diseases: Influenza at ages of 10 and 12. Others 
unimportant. 

Systems: 

Nose: Has had some nose-bleeds every three to six 
months for years. Would bleed for an hour or so 
each time. She noted that her eyes would have a blue 
cast to them after each bleeding. 

Cardiorespiratory: Occasional palpitation. 

Gastro-intestinal: Constipated for years. Takes milk 
of magnesia every night or so. Thinks she has 
hemorrhoids, which have bled on two occasions re 
cently with bowel movements. Had an attack of pain 
in right lower abdomen two weeks ago which lasted 
only a short time, 

Nervous and mental: Has always been nervous 
Has been very irritable since onset of present illness, 
and has wept on several occasions without apparent 
reason. 

Lymphatics: Node in right anterior cervical tri- 
angle was lanced two years ago. Ten weeks ago she 
noticed a swelling in the right axilla, accompanied 
by some pain, but no redness. The pain has gone, 
but the lump is still there and feels harder than at 
first. 

Catamania: Flow has become more scanty since 
onset of present illness. Otherwise unimportant. 

Other past history: Unimportant. 

Physical Examination.—General: Patient is an agree 
able, coOperative young woman who does not appear 
to be sick. She is more concerned about her nervous- 
ness than about her pain or fever. 

Eyes: Normal except for fundus. 


Left fundus: “Well toward the periphery and above 
a small branch of the superior nasal vein is a small, 
raised, woolly looking patch of exudate surrounded by 
edema, Conclusions: Miliary tubercle of the choroid” 
(Doctor Cordes). 


Mouth: Tongue protrudes in mid-line, is tremulous, 
and slightly coated. Tonsils small. Mucous mem- 
branes seem normal. 

Neck: Visible pulsations at base of neck on each 
side. 

Skin: Soft, warm, with some sweating of palms and 
axillae. Scar of old incision on right side of neck. 

Lymph nodes: No enlargement. In right axilla is 
a tubular mass about 1.5 by 2 centimeters which 
seems to be attached to a cord-like structure which 
passes from the axilla along the inner surface of the 
arm about one-third of the way to the elbow. It is 
slightly tender, movable, and seems to be subcuta- 
neous. It appears to be a thrombosed vein. 

Chest: Well-developed, symmetrical. Slight in- 
crease in depth of supraclavicular fossae. Expansion 
good and equal. Vocal fremitus slightly diminished 
at bases posteriorly. Resonance impaired at bases 
posteriorly. .Breath sounds distant at bases posteri- 
orly, and over anterior chests, and very loud over 
upper chests posteriorly. Whispered and spoken voice 
diminished anteriorly. Some coarse subcrepitant rales 
at bases posteriorly. Some pleural crepitation in mid- 
axillary line on right. 

On several occasions after this, examination of the 
lungs by two other members of the staff was nega- 
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tive. One week after entry, crepitant rales were heard 
at the left apex and over the upper portion of the left 
lower lobe. 

Heart: Pulmonic second sound louder than aortic 
secopd sound. Blood pressure 124 systolic, and 70 
diastolic. 

Abdomen: Negative. 

Breasts: Negative. 

Back: Slight scoliosis to left in lumbodorsal region. 

Extremities: Slight clubbing of fingers. 

Reflexes: Normal, except absent abdominals. 

Rectal and pelvic: Negative. 

Laboratory—Blood Wassermann: Negative. 

Blood: Hemoglobin, 80 per cent (Sahli); red cells, 
7,100,000; white cells, 9050; polymorphonuclears, 57 
per cent; eosinophils, 2 per cent; lymphocytes, 24 per 
cent; transitionals, 15 per cent; smudges, 2 per cent; 
smear: some central pallor of red cells, polymorpho- 
nuclears show many young forms; no malarial para- 
sites seen; platelets normal. Blood cultures taken 
when temperature was 38 degrees Centigrade, nega- 
tive; taken when temperature was 39 degrees Centi- 
grade, negative. : 

Second blood count: Hemoglobin, 70 per cent; red 
cells, 4,180,000; white cells, 5600; polymorphonuclears, 
69 per cent; lymphocytes, 25 per cent. 

Agglutination tests: Serum failed to agglutinate 
B. typhosus; Para A and B; B. enteritidis; Br. melli- 
tensis and abortus; and B. tularense. 

Urine: Negative, except a slight trace of albumin 
on two occasions, but none on the third. 

Sputum: Clear, watery, small in amount; many 
short-chain streptococci, and short, plump rods. No 
acid-fast organisms. 

X-ray of chest, fluoroscopic and roentgenographic: 
“There are a large number of pin-head sized shadows 
scattered throughout both lung fields, indicating a 
widely disseminated infection—miliary tuberculosis. 
There are a few denser, larger spots in the lower part 
of the right upper lobe, suggesting that there is a 
primary lesion at this point.” (Doctor Stone.) 


DISCUSSION 


Doctor Ruggles (X-ray Department): From our 
standpoint this is quite a characteristic disseminated 
pulmonary tuberculosis. All the spots are about the 
same age. The spleen is not particularly enlarged, 
but a littlhe enlarged. I do not see that we can say 
that it is anything but acute disseminated tubercu- 
losis. 

Doctor Maisler (Resident, Eye, Ear, Nose, and 
Throat): It is not uncommon to see tubercles of the 
eye, and without tuberculosis any place else. The 
tuberculous choroid is of the miliary type. The 
lesion, as most of you saw, was on the nasal side, 
and was characterized by yellowish discoloration and 
edema. This picture is different from tuberculosis of 
other types in the eye. Under the microscope 1s 
shown a tubercle with the typical pathology, includ- 
ing giant cells. It is quite common to find the miliary 
type associated with meningeal involvement, but that 
seems to be absent here. 

Doctor Allen: I do not think that there is a great 
deal to say. These cases are hard to diagnose, par- 
ticularly in the early stages. The x-ray has been of 
very great help. To make the diagnosis difficult a 
certain number of cases of this kind give a positive 
typhoid agglutination. But as we see this case now 
with the x-ray films and the eye findings, there seems 
to be no question of the diagnosis. 


Doctor DuBray: I can certainly concur in what 
Doctor Allen has said about the difficulty of diag- 
nosis. The x-ray of the chest has been very helpful 
in this case; except for the fever, it constitutes the 
only definite findings that we have. I have read con- 
cerning the work that Dorothy Clark has done in 
growing tubercle bacilli in culture; but it required 
such a very difficult technique that a routine pro- 
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cedure could not be developed. We still have to rely 
on the clinical picture—the fever and the x-rays of 
the chest. 

Doctor Kerr: Have you any suggestions about 
treatment? 

Doctor DuBray: No, I haven't. I was just wonder- 
ing what the prognosis of this case would be. 

Doctor Hein: I might call attention to another form 
of tuberculosis of the eye sometimes associated with 
the miliary type. A man whom we saw with tuber- 
culosis of the iris suddenly showed a number of tuber- 
cles in the fundus. The one thing that impresses me 
in these cases is the necessity of early diagnosis and 
the hopelessness of the case when it reaches this 
stage. We had two nurses some time ago, both of 
whom began their symptoms with a tired feeling. 
After one of them had been ill for three or four 
months, during which time she had had chest plates 
taken which were negative, and no fever to speak of, 
the films became positive. The other girl had no 
symptoms at all but tiredness. Both ran the usual 
course of miliary tuberculosis, and died. The prog- 
nosis is very bad. 

Doctor Kerr: Doctor Schumacher, have you tried 
to grow the tubercles in culture? 

Doctor Schumacher: No. 


es 

Doctor Hein: In two cases we have injected tuber 
cles in the blood of guinea pigs, but with no results. 

Doctor Kerr: It didn’t seem to me that there was 
the usual tympanitic note which we often-get in mili- 
ary tuberculosis. One may also hear some fine, conso- 
nating rales. Sometimes this is the first indication 
of a miliary tuberculosis with pulmonary involvement. 
fhe prognosis is pretty hopeless. I thinle that we 
should do everything we can in the way of rest and 
the usual treatment for tuberculosis; but there is not 
much else that we can do. 

Dr. E. Anderson: Would you do a spinal puncture 
in this case? 

Doctor Kerr: I do not think that we would gain 
anything; and we might do some harm. 

Doctor Schumacher: Spinal fluid might be injected 
into a guinea pig with good results. 

Doctor Kerr: Does she show any meningeal symp- 
toms at all? 

Doctor Steven: No. 


Doctor Cordes: Isolated patches of tuberculosis of 
the choroid or of the uveal tract are not uncommon, 
and very often are associated with no demonstrable 
tuberculosis elsewhere. 

In this case we have a miliary tubercle of the 
choroid, a small, ill-defined, yellowish, rather woolly 
looking patch in the choroid of the left eye, above 
one of the temporal vessels. This type changes very 
rapidly, coming up suddenly, and without pigment 
changes. This distinguishes the miliary tubercle from 
the usual tuberculous areas which change very slowly. 
Ordinarily only a few are present, although some 
times fifteen to twenty may be present in one eye. 
As pointed out by Doctor Maisler, histologically 
these tubercles, which are about one millimeter in 
diameter, possess the typical structure of a tubercle. 

Miliary tuberculosis of the choroid is usually asso- 
ciated with a tuberculous meningitis; in fact, this is 
the first case I have seen in which this condition was 
not present. From the presence of the miliary tuber- 
cle of the choroid, one would feel that a generalized 
miliary tuberculosis is present. 

Course since above discussion (Doctor Steven): 

On September 7, 1930, patient first complained of 
anorexia and stiffness of the neck. On September 10 
this was still present, and there seemed to be some 
spasm of the muscles of the neck. There was a ques- 
tionably positive Brudzinsky, but no Kernig. She was 
transferred to the San Francisco Hospital, where she 
died about one week later of tuberculous meningitis. 
There was no autopsy. During the last week her 
headache increased, her neck became definitely stiff, 
and she developed cerebral symptoms. She was un- 
conscious the last day of her life. 
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ANEMIA 


Joun Martin Askey, ANGELES.—Anemia 
properly exists when there is an absolute reduc- 
tion in the total blood quantity in proportion to 
the body weight. Normally, there are about 
eighty-three cubic centimeters of blood for each 
kilogram of body weight. Anemia may exist with 
a normal erythrocyte count and a normal hemo- 
globin determination as in true oligemia such as 
immediately follows an acute hemorrhage. 


Li S 


extreme dehydration by concentration may 
change an anemic blood picture into a normal or 
even polycythemic blood picture. These condi- 
tions are usually transitory, however, and ordi- 
narily the true blood picture is reflected accurately 
by the determination of the erythrocyte count, the 
hemoglobin percentage and the study of the 
blood smear. I'urther blood studies should be 
made as indicated by clinical evidence and sus- 
picion. 

The actual blood picture at any time is the 
resulting quotient of the rate of blood regenera- 
tion and the rate of blood loss, whether by hem- 
orrhage or hemolysis. Clinically, classification 
according to derangement of the function of blood 
formation or disturbance of the normal function 
of destruction, or actual loss through hemorrhage 
seems most helpful. 


Minot’s classification is simple but adequate. 
Anemias due to blood loss. 
Anemias partially dependent or wholly de- 
pendent on defective blood formation. 
which blood destruction is 
usually marked and where anemia is partially or 
wholly dependent on abnormal blood destruction. 


3. Anemias in 


Most of the anemias can be classified under one 
type, but many overlap. Blood loss may occur to 
complicate anemias essentially due to defective 
formation or increased destruction. Thus a 
patient with typical pernicious anemia may de- 
velop bleeding hemorrhoids. 

In idiopathic aplastic anemia the anemia is pri- 
marily due to failure of formation of the red cells, 
due to depression first of the erythropoietic cen- 
ters of the bone marrow. At a later stage, the 
platelet centers are involved, the platelets drop, 
and mucous membrane hemorrhages develop to 
further increase the anemia. 
anemia due to chronic blood loss 
results from menorrhagia, an oozing 
peptic ulcer, or bleeding hemorrhoids, may so tax 
the regenerative powers of the bone marrow as to 
produce a secondary depression with a reduction 
in blood formation. 


Conversely, 
such as 


) to blood 
These may be acute or chronic anemias. 


I shall consider only the anemias due 
loss. 
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Suggestions for subjects 
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A massive loss of blood causes at first 
oligemia with no change in the blood count. With 
later blood volume restoration, anemia is evi- 
denced by the reduced red cell count and lowered 
hemoglobin, with greater proportionate lowering 
of the hemoglobin. The bone marrow response 
is marked, and rapid proliferation occurs of the 
three cellular clements, the polymorphonucle ar 
leucocytes, the platelets and the red cells. The 
polymorphonuclear lcucocytosis may rise to thirty 
or forty thousand with a platelet count of one 
million and a reticulated red cell percentage as 
high as ten. The red cells are young with blasts 
present. 


a true 


In an anemia due to chronic blood loss of small 
amounts, the bone marrow response is much re- 
duced, with consequently only slight leucocytosis, 
moderate platelet increase and slight increase in 
the percentage of reticulated red cells. If the 
blood loss be unchecked, compensation by bone 
marrow hyperplasia may fail and a hypoplastic 
type of anemia result. 


In the study of spontaneous hemorrhage from 
any site, be it epistaxis, oozing gums, “melena, 


hematemesis or purpura, it is of primary im- 
portance to determine the status of the blood 
coagulation factors. The first sign of a hemor- 


rhagic purpura, leukemia or other blood dyscrasia 
may be slight mucous membrane hemorrhage. 
One patient with incipient aplastic anemia due to 
benzol poisoning developed oozing of the gums. 
Severe pyorrhea was thought to be the cause and 
i tooth was extracted with disastrous hemorrhage 

Another patient first noticed petechial spots 
below the line of constriction of the garters on 
his calf. Ina few days, there developed epistaxis 
and oozing of the gums. Blood study revealed an 
acute leukemia. 

In addition to a careful study of the blood 
smear and a white cell count the determination of 
(1) the bleeding time, (2) the clotting time, 
(3) the platelet count, (4) the retractility of the 
clot and (5) the Rumpel-Leed tourniquet test for 
decreased capillary resistance usually will explain 
the cause of pathologic hemorrhage. 

Treatment of anemia from blood loss should be 
directed at control and correction of any organic 
lesion, at correction of any blood coagulation dis- 
turbance, and stimulation of hematopoiesis by diet 
and iron therapy. 

Most spontaneous pathologic hemorrhages are 
due to platelet deficiency and are best controlled 
by supplying that deficiency by whole blood. This 
is a temporary benefit only, of course, as the life 
of the platelet i is only three to five days. Repeated 
transfusion, however, may tide the ‘body over a 
crisis until regeneration occurs, as in the case of 
a secondary aplastic anemia, or it may be life 
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saving in preparation of a patient with chronic 
hemorrhagic purpura for splenectomy. In the 
acute leukemias it is merely a palliative procedure. 

The anemias due purely to chronic blood loss 
are helped often by whole liver feeding. Liver 
extract has proved far inferior to the whole liver. 
Although the response is often slow, kidney, beef 
heart, muscle meat and certain fruits as peaches, 
apricots and prunes are definitely effective. 

Paradoxically, spinach has been proved of little 
value. 
~ Jron is valuable in chronic anemia due to blood 
loss where the cause has been removed. It 
obviously is ineffectual where hemolysis is the 
cause, or where blood loss is slowly continuous. 
Given in adequate, large doses (equivalent of one 
gram daily of metallic iron) in properly selected 
cases, iron is a valuable adjunct, particularly if 
supplemented by whole liver. 

* * * 


Stacy R. Merrier, SAN FRANCISCO.—A nema 
particularly dependent or wholly dependent on 
defective blood formation is usually chronic in 
nature and as a rule results from chemical, toxic 
or mechanical alteration of the bone marrow. In 
this group may also be included those anemias 
which result from imbalance of endocrine control 
and others due to a deficiency in some element 
essential to the maturation of red blood cells. 
Among the bone marrow intoxications are those 
resulting from poisoning by lead, mercury and 
arsenic, and intoxications resulting from tissue 
alteration such as occur in the kidney with 
nephritis or from the liver with cirrhosis. Me- 
chanical alteration of the bone marrow may result 
from tumor metastases with a crowding out of 
the elements essential to blood formation. This 
is called myelophthisic anemia. 

It has long been known that inadequate diet 
may result in the production of anemia. ‘This is 
especially true in the rather vague and unex- 
plained anemias occurring in females. Among the 
anemias of this type is one originally described by 
aber, which is associated with a gastric achlor- 
hydria and in some instances atrophy of the 
mucous membrane along the lateral margins of 
the tongue. This anemia is of the secondary type 
with a low color index. It is essentially an iron 
deficiency anemia and will respond dramatically 
to large doses of iron. 

Our views concerning pernicious anemia have 
been greatly changed through the epoch-making 
contribution of Castle on the etiological relation- 
ship of achylia gastrica to the anemia of this 
disease. This investigator has shown that the dis- 
ease is virtually a deficiency disease of a relatively 
new type. He states there is a lack in the secre- 
tion of the gastric mucosa of an element he calls 
the intrinsic factor. This intrinsic factor he has 
shown is neither the hydrochloric acid nor pepsin. 
He states further that this intrinsic factor is 
essential for the elaboration from beef protein of 
the antipernicious anemia substance. This sub- 
stance he calls the extrinsic factor and is, he 
believes, probably nitrogeneous in nature. We 


now know through the contributions of Minot 
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and Murphy that this antipernicious anemia sub- 
stance is present in liver and kidney and that 
a dried extract of the liver is effective when used 
in adequate amounts in the amelioration of the 
anemia. Minot and Cohn and West working 
independently have also prepared an extract which 
when administered intravenously is also effective 
in the treatment of this disease. Peabody has 
shown that this antipernicious anemia substance 
causes a decrease in the number of megaloblasts 
in the bone marrow and that there occurs an 
increasing number of normoblasts. Thus the sub- 
stance permits maturation of the red blood cells. 
Aplastic anemia is also included in this group 
of anemias due to defective blood formation. 
There is a type originally described by Ehrlich in 
1888 in which the ‘etiological factor is unknown. 
This disease may be either acute or chronic in 
course with the development of a profound 
anemia, a leukopenia and petechial hemorrhages. 
The outcome is usually fatal. An aplastic type of 
anemia may be induced by certain toxic agents 
especially benzol and arsphenamin preparations. 
The anemia associated with certain vitamin 
deficiencies such as occur in scurvy or pellagra 
may also be included in this group. The anemia 
of this type may be readily alleviated with the 
ingestion of large amounts of the appropriate 
vitamin. 
* * a 
Harry Wyckorr, SAN IRANcIsco.—The third 
form of anemia, or more properly, group of 
anemias in Minot’s Classification, is defined as: 
‘Anemia in which blood destruction is usually 
marked and where the anemia is dependent par- 
tially or wholly on abnormal blood destruction, 


That the forms of anemia included in this group 
are in fact anemias largely, or apparently entirely 
the result of excessive (abnormal) blood destruc- 
tion is indicated by clinical and laboratory evi- 
dence of blood destruction in excess of normal, 
and further by evidences of corresponding regen- 
erative response on the part of the bone marrow. 

Some of the conditions included in this group 
are in part due to marrow deficiency but the con- 
verse is true in regard to some of the anemias 
included in the second group in this classification. 
As Doctor Askey has pointed out in his discus- 
sion, types may overlap. 

I. Pernicious anemia. Diagnosis rests upon 
three general groups of findings: Blood changes, 
neurological signs, gastro-intestinal symptoms and 
signs. Important are: Papillary atrophy of the 
tongue; gastric anacidity (present even after 
histamin stimulation) ; impaired vibratory sense 
(legs); splenic enlargement. Findings in the 
blood may show considerable variation dependent 
upon the stage of the disease. 

I]. Conditions in which the anemia is usually of 
the simple type but which may sometimes exist as 
chronic anemia of the hemolytic type. 

Examples are Bothriocephalus latus infestation, 
malignant tumors (particularly of the stomach), 
lues (which most often produces anemias of the 
simple chronic type). 
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III. Acute hemolytic forms of anemia in which 
the red cell count tends to fall rapidly so that the 
color index of the blood is usually relatively high. 
Regenerative activity is marked so that qualitative 
changes in the red cells are evident and immature 
leucocytes appear in the peripheral blood. (Leu- 
kemia. ) 

Anemias of this kind may occur in infections 
as with streptococcus, in malaria, after severe 
burns, in poisoning as with phenol, potassium 
chlorate, acetanilid, aniline. 

[V. Chronic forms of hemolytic anemia. 
Hemolytic jaundice (acholuric family jaundice ) 
in which the essential features are, anemia with 
signs of hemolysis, splenomegaly, jaundice from 
an early age, and abnormal fragility of the red 
cells. 

There appears to be an acquired type of the 
disease in which the anemia predominates the 
jaundice in the picture and there is a suggestion 
of relationship to splenic anemia (Banti’s Dis- 
ease). This resemblance of splenic anemia cases 
to some cases of hemoyltic jaundice, the occur- 
rences of evidences of blood destruction (urobili- 
nuria), and the improvement of symptoms in 
cases of both types after splenectomy suggests 
that splenic anemia might properly be included in 
the group of hemolytic anemias in this classifica- 
tion. 


It is obvious that adequate discussion of the 
treatment of this important group of anemias 
cannot be undertaken in any limited space. In 
general the treatment rests upon three principal 
measures, liver therapy (with special reference to 
pernicious anemia ), transfusion, and splenectomy 
i selected cases. 


The Monastic Infirmaries—The infirmary of the 
medieval monastery, with special reference to the 
Abbey of Westminster, was the subject of a lantern 
lecture delivered by Mr. Percy Fleming, emeritus 
professor of ophthalmic medicine and surgery, at 
University College, London, on February 21. The 
lecturer stated that there was no infirmary belong- 
ing to a monastery in this country standing at the 
present time; all that remained were some _ well- 
preserved ruins. But it was possible to reconstruct 
in the imagination the character of the monastic in- 
firmary in the Middle Ages, and from the ruins of 
Furness Abbey in particular a great deal was to be 
learned with regard to the domestic offices of the 
monks. Generally speaking, the west end of a monas 
tery was used for business purposes, and the east 
cloister was the site of the infirmary. Those who de- 
signed the monasteries were not unfamiliar with the 
principles of sanitation, and much thought was given 
to the lay-out and slope of the ground with a view 
to drainage. Attached to the monastery was always 
a garden devoted to the growing of herbs for medici- 
nal purposes. Coming to Westminster Abbey, Mr. 
Fleming drew attention to the fourteenth century 
door in the middle of the east wall in the Little Clois- 
ters; this, he said, was the door of the infirmary 
chapel, rebuilt after a fire. Incidentally, a very com 
mon ailment among the monks was disease of the shin 
bone, possibly brought about through much _ kneel- 
ing at a time before hassocks were available. It 
might easily have originated as a small abrasion, and 
as baths were very infrequent—at Westminster the 
allowance of baths was only two a year—possibly 
the neglected abrasion developed into more serious 
trouble. It was recorded at Westminster that in 1310 
one monk had the trouble in both legs, and another 
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entry, under the date 1334, stated that a monk had 
surgical treatment for it at a total cost of forty-six 
shillings. Bleeding was a common form of treatment; 
there was always a group of people in the monastic 
infirmary who had recently been bled. Even apart 
from any illness, there was periodic bleeding in those 
days, and after it a certain amount of relaxation was 
allowed to the monks. The records seemed to show 
that they had a good time in the infirmary, and were 
anxious rather than otherwise to be bled, even more 
often than was necessary. The dean of Westminster, 
who presided at the lecture, spoke in appreciative 
terms of the perfection of the arrangements of the 
modern hospital, and the blessings which scientific 
medicine and surgery had brought. The difference 
between the treatment now available to the poorest 
and that which was given in the old times in the 
monastic infirmary was so immense that the two 
things could hardly be spoken of in the same breath. 
He added that at Westminster Abbey the infirmary 
was used for various purposes, not limited to the care 
of the sick or the convalescent. It was there that 
the young monks were regularly whipped, the idea 
apparently being that the place where health was re- 
stored to the body was the best place for correcting 
the soul. It was in the infirmary also that the “play- 
fellows” were housed. These were monks of over 
fifty years’ standing, who were constituted censors 
of everything that went on in the monastery. It 
might be imagined, said Dr. Foxley Norris, how nice 
a state of things existed when a party of play- 
fellows—a most inappropriate name—lived at their 
ease in the best quarter of the monastery, their only 
occupation being to criticize the others. But the debt 
of medical science to the monasteries must not be for- 
gotten, The monasteries were at the beginning of 
nearly everything. Whatever poor relief was dis- 
tributed in those days came through the monastic 
infirmary. The history of England on the social side 
might be described as the gradual taking over by the 
public authority of what in its origin was voluntary 
and vouchsafed in the name of religion. But he 
trusted that the day was far distant when the volun- 
tary hospital, which represented the spirit of the old 
monastic infirmary, but represented also the best that 
modern science and skill could command, crossed the 
same Rubicon.—British Medical Journal, 1, 406, March 
1, 1930. 


An Honor to Dr. Harvey Cushing.—The medical 
profession will be especially pleased to note the 
award of the Montclair Yale Bowl for 1930 to Dr 
Harvey Cushing by the Yale Club of Montclair, New 
Jersey. The presentation will be made December 6 
at the tenth annual barn party following a custom 
of the past decade which has recognized eminent 
graduates of Yale at intervals. In naming Doctor 
Cushing, the committee stated: 

“We feel that Doctor Cushing is eminently entitled 
to receive this award which each year goes to a Yale 
alumnus who, by his own efforts, has made his “Y” 
in life. Doctor Cushing is recognized in medical cir- 
cles as one of the most outstanding of modern sur 
geons. He graduated from Yale in 1891 and has 
received two honorary Yale degrees since that time, 
one in 1913 and one in 1919, He is chief surgeon at 
the Peter Bent Brigham Hospital, Boston, and is the 
author of many books, including the “Life of Sir 
William Osler,” which won him the Pulitzer prize. 

“We have further selected Doctor Cushing as the 
recipient of the award this year because we have felt 
that it would be fitting to bestow the bowl upon a 
Yale alumnus who has made his “Y” in scientific 
and professional fields. The award has not previously 
gone to any professional man or scientist, although 
Yale alumni include many distinguished leaders in 
these walks of life.” 

It is gratifying to know that the achievements of 
an eminent surgeon are recognized by a group which 


is not distinctly medical in its membership.—New 


England Journal of Medicine, October 30, 1930. 
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THE CALIFORNIA LEGISLATURE AND 
SOME PUBLIC HEALTH PROBLEMS 


Neat Legislature Convenes on January 5—On 
January 5 next, the forty-ninth California Legis- 
lature will convene. As heretofore it will consist 
of two houses, the Assembly and the Senate, but 
the senators will be in their places by virtue of 
a new method of selection, as outlined in the Sep- 
tember number of CALIFORNIA AND WESTERN 
MepIcINE, pages 684 and 694. All citizens who 
take an interest in civic and political affairs will 
watch how this new arrangement of the Cali- 
fornia legislative houses works out in practice. 

x * * 


California Medical Association Measures.— 
Organized medicine in California, insofar as the 
California Medical Association is directly con- 
cerned, may be said to have few measures for 
which a sponsorship will be put forward. How- 
ever, unless times have radically changed, then 
before the legislators reach their one-month re- 
cess period at the end of January, a goodly 
number of measures having a somewhat intimate 
relationship to the public health interests of Cali- 
fornia will have been introduced. In due time 
note will be made of such of these as seem to 
be important. 


*Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical Asso- 
ciation, are printed in the Medicine Today column, 
which follows, 
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cl Proposed Amendment to the Medical Prac- 
tice Act—The California Medical Association 
Committee on Public Policy and Legislation, 
after further consultation with the California 
Board of Medical Examiners and the representa- 
tives of our undergraduate schools in medicine, 
will probably present an amendment to the medi- 
cal practice act whereby our present-day Cali- 
fornia graduates in medicine (who by the rules 
of their colleges do not receive their M.D. de- 
grees until the end of their interneship year) will 
not be placed at a disadvantage with graduates 
of non-California schools which grant the M. D. 
degrees without an interneship year requirement. 

Under present conditions many of such non- 
California graduates come to California hospitals 
for voluntary interneship experience, and during 
such hospital year, at their convenience, apply to 
and take the licensure examination of the Cali- 
fornia Board of Medical Examiners. Not. in- 
frequently, such non-California graduates then 
avail themselves of assistantships or openings in 
private practice at a time when our California 
graduates of the same year of graduation are still 
without their M. D. degrees and, therefore, non- 
eligible to take the examinations for licenses. 
For our California graduates must complete their 
hospital year of service before receiving their 
M.D. degrees, and then must bide their time 
until the next examination date of the California 
Board of Medical Examiners is reached before 
applying for a licensure examination, 

Such a condition of affairs works a manifest 
injustice on our own graduates and _ practically 
penalizes them for the extra interneship require- 
ment which our three California medical schools 
demand. An amendment to the Medical Practice 
Act will therefore be prepared to do away with 
this injustice. : 

x * * 

A State Medical Library.—In this column, in 
the November 1928 issue, page 343, a presenta- 
tion was made of the reasons for using some 
of the surplus funds (in the neighborhood of 
$200,000, and which through the annual and 
other license taxes on physicians had accumulated 
to the credit of the California Board of Medical 
[examiners ) to bring into existence a state medi- 
cal library. During the last legislative session 
further comment was made on this subject in 
CALIFORNIA AND WESTERN MeEbIcINE in the 
issues of March 1929, page 191, and May 1929, 
page 357. The basic thought in such a proposal 
rested on the principle that these reserve funds 
being now in excess of the requirements and 
needs of the California Board of Medical [x- 
aminers, and having arisen from special taxes on 
physicians, should not be diverted into the gen- 
eral expense funds of the state, to be used on 


_roads or other state activities, but should go back 


to the physician citizens to be used in a state 
activity that would work to the betterment of 
California’s public health interests. A state medi- 
cal library seemed a fitting means by which such 
allocation of funds could be more than justified. 
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Kate of the 1928 Medical Library Bill—At the 
last legislative session two years ago, a bill was 
submitted and was on its road to passage had not 
some unforeseen opposition come into being. It 
is possible that at the coming session of the legis- 
lature this same opposition may again be in evi- 
dence ; but if so, it can probably he dragged more 
into the open and a demand made on its pro- 
ponents to give more adequate and_ substantial 
reasons for their opposition than was to be had 
two years ago. 

For those members who are not familiar with 
this situation, it may be stated that the State of 
California maintains at Sacramento a_ general 
library for citizens of the state. In the proposed 
law of two years ago it was stipulated that this 
central state library should be the deposit iry and 
sole distributing depot for the books in this pro- 
posed state medical library. The library officials 
at Sacramento seemed, however, to be reluctant 
to assume the responsibilities of a division to be 
known as a state medical library, and which 
could be called upon to send books and journals 
by mail to the physicians of the state. 


The Proposed 1931 Law.—As a concession to 
the attitude of these library officials and in an 
endeavor to still attain the major ends in mind, 
namely, to make it possible for any physician 
citizen in California to obtain literature and books 
from a state library, the draft of the 1931 state 
library bill will probably be changed somewhat. 
In the revised plan, while the central depositary 
and headquarters of the state medical library 
will be at Sacramento, provision will be made 
whereby branch state medical library facilities 
may be maintained in connection with other 
medical libraries, such as that of the University 
of California at San lrancisco and the Barlow 
Medical Library at Los Angeles. Due _pro- 
vision also will be made for mail parcel dis- 
tribution of books, from either the central library 
or one of its major branches, so that medical 
literature may be brought to the offices of phy- 
sician citizens who desire to avail themselves of 
these privileges. In short, the plan contemplates 
the utilization of certain surplus funds, raised 
through special taxes on physicians, to aid in the 
promotion of further knowledge and _ proficiency 
to such citizens in the same manner as the State 
of California carries on miscellaneous library 
work for other citizens from funds raised by 
general taxation sources. : 

It is hoped that the revised measure will be 
introduced and go on to passage and approval by 
Governor Rolph. The funds to be used are 
“excess funds” which the state board of ex- 
aminers cannot use. Those funds, raised by spe- 
cial taxes on physician citizens, can be made to 
work for the benefit of citizens at large through 
the promotion of medical education and_pro- 
ficiency ; and this in turn will make for a greater 
conservation of health and life for the citizens of 
California. With so straightforward a platform, 
there should be little reason for legitimate opposi- 
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tion. Members of the profession will be kept in 
full touch with the measure after its introduction 
in the legislature. 

* a * 


Important That Legislative Contacts Be Main- 
tained.—Other matters of public health and medi- 
cal profession interest will be commented upon 
in later issues of this journal. In the meantime, 
members and county societies can lay the founda- 
tion for later efficient cooperation by contacting 
with state assemblymen and senators who will 
go to Sacramento on January 5. These contacts 
should also be revived during the February re- 
cess, at which time specific bills could be further 
discussed.* 


THE COUNTY MEDICAL SOCIETY—A 
BUSINESS ORGANIZATION 


An Address by President Kinney of the Cali- 
fornia Medical Association—The first of the 
special articles in this number of CAaLirorNia 
AND WeEsTERN MEpICINE is a paper under the 
above caption by the president of the California 
Medical Association, Dr. Lyell C. Kinney of San 
Diego. As stated by President Kinney, the eco- 
nomic phases of illness have been much discussed 
in recent years, both in committee reports and in 
medical and lay journals. These economic prob- 
lems associated with illness, are not only many, 
but also most difficult of solution. This, because 
of their intimate relation to the social lives and 
habits of lay citizens, and because the economic 
phases of the practice of medicine have been 
carried on as expressions of guild service as in 
the days gone by, instead of as other businesses in 
a modern workaday world. In other words, the 
medical profession in its economic relationships 
has gotten somewhat out of step with the rest of 
the world, and needs to survey this field to find out 
what readjustments are necessary. 


a * * 


What Are the Rewards of Medical Practice.— 
The individualism of the work of a physician, 
as expressed in a practically necessary and in a 
very personal and intimate rel itionship between 
a doctor and each of his patients, seems to be a 
something from which the successful physician 
cannot escape even if he would, and successful 
physicians would not. For the major rewards to 
those who practice medicine in the highest and 
best sense are not always the monetary rewards, 
so much as they are the rewards which come 
from true and helpful service. 

This last statement would not imply that phy- 
sicians should not be properly and adequately 
paid in money for services rendered; but it does 


*In the January 1929 issue of California and Western 
Medicine, page 50, the measure which was to bring into 
being the “California Department of Professional Stand- 
ards’’ was discussed. That measure became a law and 
the California Board of Medical Examiners has gone 
under its jurisdiction. Because much discussion took 
place concerning its possible effects upon licensure, it has 
been deemed worth the while to print in the Miscellany 
Department of this number of California and Western 
Medicine the October report of the California Depart- 


ment of Professional Standards. The healing art and 
other licensure figures given therein should provide food 
for thought. Readers of California and Western Medicine 
are urged to glance through the report. See page 915. 
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mean with many physicians, that over and above 
such monetary compensations as come to them, 
is the reward which comes from loyalty to ser- 
vice for human fellows; and which type of 
service as far back as written records go, has 
peculiarly characterized true disciples in the pro- 
fession of the healing art. 

* * * 


These Economic Problems Are of Large Scope. 
The officers of the California Medical Associa- 
tion in the last several years have given much 
study to the modern-day economic problems 
which the medical profession is everywhere called 
upon to face. These studies were undertaken in 
the hope of finding and of being able to offer for 
the consideration of California Medical Associa- 
tion members, plans for action which would make 
for better things. These problems, however, as 
we all more and more realize, are of such tre- 
mendous and intricate scope that remedial plans 
of a practical nature are not easy to find and 
outline. 

* * * 


A Special Merit in President Kinney’s Paper. 
Reasons such as these make this paper by Presi- 
dent Kinney of special value, because he starts 
with a county medical society, which is the basic 
unit in our whole scheme of medical organiza- 
tion. He then outlines things that can be done; 
and which, if done, will mean a step forward to 
a better understanding and solution of some of 
these problems which are so closely concerned 
with the welfare and status of members of the 
medical profession. 

The paper has been given first place in the 
December issue not because it comes from the 
the pen of the president of the California Medi- 
cal Association, but because it deals with subject- 
matter which the editor deems as important or 
more important than any other that has a rela- 
tionship to scientific medicine. For as has been 
said in this column on more occasions than one, 
the moment the economic structure of medical 
practice is rent asunder, that moment will also 
witness a real retrogression in scientific medicine. 
To truly promote scientific medicine, we must 
also pay proper attention to economic medicine. 


££. * 


No Physician Can Escape His Responsibilities 
in These Problems.—There is no member of the 
California Medical Association so profound in 
his medical knowledge and practice but has his 
own individual responsibilities in these big prob- 
lems of medical economics with which the fur- 
ther development of scientific medicine is so inti- 
mately identified. It may be said that every 
member of the California Medical Association 
owes it to his profession and to himself to ask 
himself just how much he has done in the past 
and is doing in the present to aid in the solution 
of some of these problems. If each of us will 
do that, we will be in position to begin to talk 
of our intensive study of these matters, and from 
that kind of study and thought, plans for real 
progress are far more apt to result. 
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FEDERAL AND STATE FOODS AND DRUGS 
ACTS—INFLUENCE OF ADVERTISING 
METHODS THEREON 
The First Pure Foods and Drugs Laws of 
Twenty-Five Years Ago—TIn last month’s num- 
ber of CALIFORNIA AND WEsTERN MEDICINE, in 
its Twenty-Five Years Ago column, were printed 
some excerpts upon the expose in Collier's Weekly 
by Adams in the year oe Those articles by 
Adams and others played a very large part in 
making it possible for the late Harvey W. Wiley, 
then chief of the United States Bureau of Chem- 
istry, and other co-workers, to secure public sup- 
port and to bring into being the Federal Foods 

and Drugs Act of that period. 

A quarter of a century has since elapsed. 
These intervening twenty-five years have wit- 
nessed a most creditable advance in the protec- 
tion of the public health because of federal and 
state laws then and since inaugurated, which are 
designed to prevent the sale of misbranded foods 
and drugs. There is still, however, a vast deal of 
work to be done, and in the solution of these 
problems of today and of the future, the medical 
profession, because of the expert knowledge of 
its members, has distinct obligations. 


* * * 
How Present-Day High Pressure Advertising 
Makes New Laws Necessary—In recent years, 


with the advent of high pressure advertising, it 
has been found that the pure foods and drugs 
laws which were enacted twenty-five years ago 
are no longer adequate. Steps should be taken 
by medical and other organizations which are 
interested in the public weal and health to put 
more teeth in our federal and state pure foods 
and drugs laws. Then the greed of dishonest 
dealers in drugs and foods would bring to such 
individuals the punishment which their avarice 
and lack of conscience deserve. 

Apropos of the influence of modern-day adver- 
tising, it is to be remembered that while foods 
and drugs distributed in interstate commerce can- 
not be misbranded on their container labels, with- 
out danger of federal interference, there there is 
very little in our laws to prevent the makers or 
sellers of goods from giving, through printed or 
radio advertisements, false or misleading or even 
fraudulent information concerning the same. 

Arthur Brisbane recently stated that an adver- 
tisement in order to be successful must have five 
qualities; namely, be seen, read, understood, be- 
lieved in, and the article wanted. Brisbane stated 
further that if there was a failure in any one of 
these five qualities, then the advertisement would 
fail of its final purpose. In the matter of the pro- 
tection of the public from impure foods and 
drugs we need laws that would make impossible 
the application of the first four of Brisbane’s 
requisites. Then the decisive or final fifth—the 
“wanting the article” requisite—would not come 


into play for the financial benefit of fraudulent 
Since fraudulent advertisers are only 
advertising if the fifth or purchase 


advertisers. 
interested 
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result is attained, such laws would probably put 
an end to much of such “misbranding advertis- 
ing” of drugs and foods. 


+ * * 


The Work of the American Medical Associa- 
tion Council on Pharmacy and Chemistry.—Few 
agencies have given greater aid to the United 
States Bureau of Chemistry in the efforts to pro- 
tect the people from misbranded drugs than has 
the American Medical Association. The efficient 
investigation of drugs by the American Medical 
Association Council on Pharmacy and Chemistry 
has extended over many years; and more recently 
its Committee on Foods has started in to render 
equally valuable service as regards proprietary 
foodstuffs. But valuable as those investigations 
have been, they would have had far less effect 
had not publicity constantly been given to the 
Council’s findings in the Journal of the American 
Medical Association and in the publications of the 
associated state medical societies. 

* + * 


The Part Played by the California Medical 
Association in This Crusade—The California 
Medical Association may take a special pride in 
all this work because the founder of its official 
journal, the late Philip Mills Jones, may be said 
to have been one of, if not the outstanding 
militant medical leader in cleaning the pages of 
medical journals of obnoxious advertisements. 
During the last three years, in the Twenty-Five 
Years Ago column of CALIFORNIA AND WESTERN 
Mepicine, has been printed excerpt after excerpt 
showing how valiantly and trenchantly the late 
Doctor Jones gave battle in these matters. His 
was a big and brave service, nobly rendered. 

That good work which California helped in- 
augurate some twenty-five years ago should and 
will receive the continued support of California. 
If we were to make a further suggestion, it would 
be that the California Medical Association Com- 
mittee on Health and Public Instruction might 
well keep in touch with the Federal and California 
Pure Foods and Drugs officials and with the 
American Medical Association authorities, so that 
in any prospective legislation designed to remedy 
weaknesses in our present federal and state pure 
foods and drugs acts the fullest support would 
be given by California legislators and congress- 
men to such needed amendments. 


OPTOMETRY IN A SOUTHERN CALI- 
FORNIA UNIVERSITY 

Two Interesting Clippings—Just as the copy 
for the December number of CALIFORNIA AND 
WesTERN MEDICINE was being prepared for the 
press, two interesting pieces of printed matter 
were received. 

One was the first page of the second part of 
the Los Angeles Examiner of November 19. It 
contained a large three-column photo-cut of a 
University of Southern California co-ed under- 
going a keratometer eye examination. The cut 
was illustrative of a news item which was cap- 
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tioned: “Weary Optics Cause Crashes, Says Ex- 
pert—Man’s Eyes, Still Primitive, Not Yet 
Adapted to Helter Skelter of Modern Traffic.” 

The expert referred to, and whose photograph 
appeared with that of the University of Southern 
California co-ed in the cut just referred to, ac- 
cording to the newspaper account, was “Dr. 
A. M. Skeffington of Chicago, internationally 
known authority on eyes and director of the 
Graduate l‘oundation of Optometry. He is con- 
ducting a series of clinics this week at the Uni- 
versity of Southern California.” 

The newspaper reporter, among other things, 
quoted the expert as follows: 

“The eye is the barometer of health, measurement 
being by the nervous stimulation as it affects eye 
response to color, he declared. 


“*Adaptation of eyes to modern conditions—the 
preservation of visual efficiency—is the scope of op- 
tometry,’ stated Doctor Skeffington.” 


* * * 


Regarding Excerpts in the Miscellany Depart 
ment of California and Western Medicine —The 
other piece of printed matter was a copy of the 
Optometric Weekly of November 13, 1930. In 
that publication, mention is made several times 
of Doctor Skeffington and his work. For the in- 
formation of ophthalmologists and other mem- 
bers of the California Medical Association who 
are interested, some excerpts are made from this 
publication and are printed in the Miscellany 
Department of this number of CALIroRNIA AND 
WeEsTERN MEpIcINE under the caption, “Some 
Optometric Trends.” (See page 913.) 

Among other items therein, will be found one 
or two paragraphs concerning a proposed six- 
million-dollar publicity outlay to cover a four- 
year period campaign to be financed by members 
of the American Optometric Association; and 
which is presumably designed to place optometry 
in its rightful place before the American people. 
The work of the “Graduate Foundation of Op- 
tometry,” as given expression under the supposed 
sponsorship of the University of Southern Cali- 
fornia, is probably an antedating or accessory 
publicity medium, independent of the six-million- 
dollar campaign. 

xk *k * 

University of Southern California Is Making 
an Interesting Experiment—The authorities of 
the University of Southern California are seem 
ingly in line or sympathy with some of these pub- 
licity efforts. This is perhaps ~ to the fact that 
the University of Southern California several 
years ago absorbed the Los Angeles School of 
Optometry and made it one of its departments, 
making provision to grant degrees in optometry 
to graduates of the department. The University of 
Southern California did this at the time that 
it is trying to launch a Class A medical school to 
revive its former medical department. It must be 
confessed that this dual effort of a presentation 
of a full-fledged school of optometry, side by side 
with a school of medicine seeking Class A rating 
from the Council of Medical Education of the 
American Medical Association and the Associa- 
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tion of American Medical Colleges is somewhat 
out of the ordinary. However, times are rapidly 
changing, and this new procedure may be noth- 
ing more than an advance or pioneer example. 
The experiment will no doubt be watched with 
much interest by the large California group of 
well-known alumni of the former University of 
Southern California medical schools, and by other 
medical and lay citizens who keep in touch with 
educational matters. 

No matter how the experiment may turn out, 
and the friends of the university wish it well, 
the fact remains that the newspaper publicity 
above referred to, in connection with the “Gradu- 
ate Foundation of Optometry” clinics is just a 
wee bit unusual, when considered as being under 
the sponsorship of so large and well known an 
institution as the University of Southern Cali- 
fornia. 

Mention is made of these matters in this col- 
umn, not in a spirit of criticism, but because the 
attention of the editor has been several times 
called to this unusual situation by members of 
the California Medical Association, who felt that 
this somewhat new departure in collegiate edu- 
cation warranted some comment and _ attention 
from members of the medical profession. Mem- 
hers of the eye sections of the state and county 
medical societies will no doubt watch these ex- 
periments with special interest, 


A CALIFORNIA MENTAL HYGIENE 
SURVEY 

Doctor Myers’ Figures of California Institu 
tional Inmates.—One of the special articles in 
this number of CaLirorNIA AND WESTERN MeEpI- 
CINE deals with a California state mental hygiene 
survey. The writer of the article, Dr. Glenn 
Myers of Los Angeles, presents a general outline 
of the recent survey and urges all physicians 
and citizens to cooperate in the work. 


The figures given by Doctor Myers on Cali- 
fornia’s institutional population and its annual 
cost to the taxpayers are worthy of careful con 
sideration. Among the large number of institu- 
tional inmates, few have so great a call upon 
our humanitarian instincts as those patients who 
may be classed as belonging to the mentally en- 
feebled. From the standpoint of “non” under- 
standing supervision, few types of patients have 
had their care associated with so much tragedy 
and horror as have fallen to the lot of those of 
our unfortunate fellowmen who have been men- 
tally ill. It is high time that a civilization which 
at times seems to take an almost inordinate pride 
in its accomplishments in material resources, 
should also awaken to its responsibilities in the 
care of these unfortunate citizens, whose proper 
supervision and treatment still remains one of 


the greatest of our public health problems. 
x 


* * 


Figures From a Massachusetts Authority.—A 
paragraph from a recent article by Dr. William 
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A. Bryan of the Worcester, Massachusetts, State 
Hospital, may be pertinent in this connection. 
He stated: 

“The average daily population in mental hospitals 
in the United States is 395,407 compared to 331,359 
patients in all other hospitals. In other words, there 
are more patients in hospitals suffering from mental 
disorder thas all other kinds of diseases put together. 

“The daily average of mental patients in hospitals 
increased from 1928 to 1929 by 26,372 compared with 
a decrease of 5793 in general hospital.” 


3ryan pointed out that “research had raised 
the recovery rate of one disease, general paresis, 
from nothing to 38 per cent.” He went on to 
emphasize the need of a survey, such as is pro- 
posed for California, and stresses that “it is not 
buildings or equipment that will cure patients, 
but personnel,” and that “the efficiency of the 
hospital of the future will be judged entirely upon 
the number of patients it is discharging back into 
the community, and not upon the smoothness of 
its organization.” 

7 7 7 


It is hoped that the efforts now being made in 
California for a better solution of some of the 
important problems which face us in the care of 
these mentally ill fellow citizens will meet with 
full success. Members of the medical profession, 
both as individuals and through their medical 
organizations, should maintain active contacts and 
cooperation in this important work. 


Improper Advertising. — We append an _ excerpt 
from the bulletin of the National Better Business 
Bureau, Inc., which shows that improper advertising 
has aroused the resentment of the laity: 

“The audacity of the American Tobacco Company 
in using advertising for its product Lucky Strike 
Cigarettes based on an untenable health appeal has 
proved profitable, but if it is safe to accept this ad- 
vertising campaign a criterion of the latitude 
advertising of the future will take, it is also safe to 
disregard consumer confidence in advertising as an 
entirely unnecessary element for advertising success. 


as 


“Lucky Strike advertising, in effect, is a prescrip- 
tion in which the doctor, who in this instance is the 
American Tobacco Company, prescribes cigarettes 
for public health. 

“Lucky Strike advertising has frequently been criti 
cized by competent authorities acting in the public 
interest, but criticism of the American Tobacco Com- 
pany seems to fall on deaf ears. Its objective seems to 
be to earn immediate profits even though the means 
used to earn them are in conflict with fair dealing. 
Its record of unfair dealing is quite convincing.” 

Medical publications have been solicited for space 
in which to set forth the allurements of tobacco, but 
we are pleased to note that most of the journals 
would not respond to these proposals. Most publica- 
tions dealing with professional matter need revenue, 
but those which sold space to encourage the use of 
tobacco have lost a certain degree of approval. We 
do not feel that there is any occasion to discuss the 
good or bad effects of tobacco in connection with this 
publicity. 

The profession has adequate testimony upon which 
anyone may decide for himself what his personal atti- 
tude should be, but there can be no room for differ- 
ences of opinion about the ethics of the American 
Tobacco Company as set forth in the advertisements. 

As a matter of protest the medical profession might 
well pattern its demonstration in some degree upon 
that of the famous Boston Tea Party—New England 
Journal of Medicine, October 1930. 
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lleged Superiority of Normal Human 
Serum Over Convalescent Serum in Polio- 
myelitis——Why pay $10 per 100 ce. for conva- 
lescent human blood, when a more potent, more 
dependable antipoliomyelitis serum can be pre- 
pared from normal human blood? Why rush 
convalescent serum by aeroplane to a distant pa- 
tient, when better therapeutic results can be pro- 
duced with the serum or whole blood of any 
adult member of the patient’s family? Why be 
disappointed over failure of routine quarantine 
measures to control this disease, when the causa- 
tive agent is omnipresent in the human environ- 
ment, only an occasional immunologicé al defective 
ever developing symptoms? ‘These are some of 
the unorthodox possibilities suggested by the re- 
cent experimental work of three Chicago physi- 
cians,’ who, for the first time, have applied 
accurate quantitative methods to the serologic 
study of this disease. Of course, no final con- 
clusion can be drawn from their data, till their 
alleged evidence is confirmed by other investiga- 
tors, with other virus strains and in other environ- 
ments. Their results, nevertheless, suggest a new 
immunological logic in infantile paralysis and 
offer new hope of its ultimate medical control. 
Dr. Shaughnessy and his collaborators were 
struck by the conflicting clinical reports with con- 
valescent poliomyelitis sera, by Dr. Zingher’s al- 
leged therapeutic success with an occasional 
normal human serum,” and by the total lack of 
quantitative serological study with adequate con- 
trols. In confirmation of the work of others, 
they found that full strength convalescent serum 
from poliomyelitis cases often, though not invari- 
ably, kills, inactivates or neutralizes poliomyelitis 
virus when mixed with it in equal proportions in 
the test tube. But contrary to. previous expecta- 
tions they found that but 40 per cent of these 
sera were of sufficient strength to show any de- 
monstrable viricidal action in dilutions as high as 
1:30, corresponding roughly to the maximum 
practicable therapeutic dose in human medicine. 
With the sera of normal adults, however, they 
obtained very much better results, 80 per cent 
of them neutralizing the same virus in 1:30 dilu- 
tions. Of course, they did not make the mistake 
of assuming that this test tube titer is an accurate 
measure of therapeutic value, but from their ex- 
perimental evidence they did feel justified in 
recommending that “clinicians study the value of 
normal sera, known to neutralize virus (in vitro), 
in the therapeusis of poliomyelitis.” 
: 1 Shaughnessy, H. J.; Harmon, P. H., and Gordon, F. B. 
Neutralization of the Virus of Poliomyelitis by Human 


Sera. Proc. Soc. Exper. Biol. and Med. 27, 742. May, 1930. 
2 Zi Zingher, A. J. A. M. A., 68, 817. 1917. 
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Of equal interest is their observation that none 
of their sera of normal infants under two years 
of age showed any viricidal action whatsoever in 
dilutions higher than 1:2 while 90 per cent of the 
sera of insusceptible family contacts and of unex- 
posed children over two years of age neutralized 
this virus in dilutions as high as 1:30. Apparently 
there is, in the environments studied by them, 
some omnipresent specific or relatively specific 
factor causing mass immunization of children be- 
fore the beginning of the third year, Similar, 
though less rapid, mass immunizations are, of 
course, well known in diphtheria and scarlet fever. 

Their work further suggests that the children 
who develop poliomyelitis are to a large extent im- 
munologically defective, since but 30 per cent of 
them are able to develop permanent high titer viri- 
cidal antibodies. Among the insusceptible contacts 
and apparently une xposed normal children 90 per 
cent develop this high-titer humoral defense. Of 
course, this conclusion is — if it can be shown 
that the humoral viricide is not the sole or essen- 
tial factor in sc alsallenseelitie immunity. 


W. H. Manwarina, Stanford University. 


he Excretion of Analgesics and Hypnotics. 

Although combinations of hypnotics and anal- 
gesics in fixed proportions of the type of “Allo- 
nal” have been condemned on general grounds 
by the Council on Pharmacy and Chemistry? of 
the American Medical Association as being mar- 
keted with unwarranted therapeutic claims and 
with lack of scientific background, further sub- 
stantial condemnation of such mixtures has re- 
cently been offered by Koppanyi and Lieberson.* 
Such mixtures were introduced originally on the 
basis that the constituents act synergistically, but 
this has been denied. It has further been claimed 
that the toxicity of the hypnotic component 
(usually a barbital derivative) is antagonized by 
the analgesic (usually amidopyrin) and vice versa. 
There is no evidence, however, that this antag- 
onism of toxicity exists in reality. 

Koppanyi and Lieberson, in studying the rates 
of excretion and the duration of action of amido- 
pyrin and barbital, find that whereas about 300 
per cent of the average fatal intravenous dose 
of amidopyrin is excreted in twenty-four hours 
on repeated administration of small doses, only 
about five per cent of the average fatal intra- 
venous dose of sodium barbital is similarly ex- 
creted. They point out that the difference in the 


1 Report, Council on Pharmacy and Chemistry, J. A. 
M. A., 86, 1853, 1926. 
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2 Koppanyi, T., and Lieberson, A. Jour. Pharmacol 
and Exper. Therap., 39, 177, June 1930 
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rate of excretion of these two drugs, therefore, 
must result in progressively altered ratios of the 
concentrations of the separate constituents in the 
body with repeated administrations of the two 
drugs together. They state, “Even though it may 
be rational to administer antipyrin or amidopyrin 
with a hypnotic of the barbital type, the drugs 
should be given separately and according to the 
individual requirements, and not in the form of 
mixtures in fixed proportions, since the dose of 
the analgesic requires more frequent repetition 
than that of the hypnotic.” 


C, D. LEAKE, San Francisco. 


PART 1* 


sometric Contraction of Skeletal Muscle 

Introduction.—-During recent years notable 
progress has been made in the investigation of 
muscular contraction. ‘The work of Einthoven, 
Lewis, Bishop, and others on the electrical events, 
the simultaneous recording of these together with 
the torsion wire myogram in Sherrington’s lab- 
oratory, the myothermal investigations of A. V. 
Hill and co-workers and the biochemical studies 
of Hill, Meyerhof, Warburg, Wieland, Hopkins, 
and many others, may be integrated to give a 
fairly satisfactory picture of muscle function. 
The present review deals with the isometric 
twitch, which is not complicated by events occur- 
ring during shortening, such as the Fenn effect, 
and is designed to present a picture of electrical, 
mechanical and thermal events in chronological 
order, with the probable biochemical explanation 
of these. 


The isometric mechanical response is most 
satisfactorily studied on mammalian or amphibian 
muscle in silu, with circulation intact. Contrac- 
tion is best evoked by maximal stimulation of the 
motor nerve supplying the muscle. This causes 
simultaneous activity of the several muscle fibers, 
which is effected neither by reflex stimulation, 
nor by direct stimulation of the muscle itself.’ 
It is obvious that if we are to infer the response 
of a muscle fiber from that of the muscle as a 
whole, the picture must not be distorted by asyn- 
chronous fiber activity. 


THE LATENT PERIOD OF SKELETAL MUSCLE 


The factual existence of the latent period has 
been adequately established by Fulton’s analyses 
with the torsion-wire myograph. The earlier 
measurements of Helmholtz and others were as- 
cribed by many to the inertia of the recording 
apparatus. 

In a preparation activated by motor nerve 
stimulation, the latent period consists of three 
phases.’ * 

1. Conduction time in nerve. 

2. The end-plate delay. 

3. The latency period proper (the “true latent 
period” of Fulton). 


* Ed. Note.—Part II of this contribution to this column 
will be printed in the January number of California and 
Western Medicine. 
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The conduction time in nerve can be measured 
with great accuracy.’ The time in excess of 
nerve conduction time, which precedes the elec- 
trical response, is known as the end-plate delay? 
It is probably due to a slowing of conduction in 
the fine terminal arborizations of the several 
motor nerve fibers, since Erlanger and Gasser 
have shown that in these fibers conduction rate 
is proportional to fiber diameter.1* There seems 
to be no physiological evidence of a special junc- 
tional substance.® 

The latent period proper is initiated by the 
beginning of the electrical response.'’ The first 
investigator to appreciate the significance of the 
“action current” was du Bois-Reymond,® long 
the dominant figure in the study of “animal elec- 
tricity,” but precise studies of its form and dura- 
tion were only made possible by the recent de- 
velopment of precise electrical mensuration. For 
the muscle as a whole, the monophasic action 
potential consists of an initial crest followed by 
a long catacrotic limb, lasting well into the period 
of contraction.’ Since fatigue modifies the initial 
crest less than the catacrotic limb, Bishop and 
Gilson inferred that these features were repre- 
sentative of different processes. When non- 
polarizable microelectrodes are placed directly 
upon active fibers, the electrical process beneath 
each electrode is triphasic.* 

There are several possible mechanisms for the 
production of the action potential, viz., a change 
in oxidation-reduction potential, an alteration in 
orientation of electrically polarized molecules, or 
an alteration in the permeability of some surface 
membrane.” The energy changes involved in the 
production of these potentials are not significant 
in the muscular economy.'° 

The relationship between the electrical and me- 
chanical responses is at present moot. Einthoven 
and Hugenholtz' found that the electrical and 
mechanical responses of cardiac muscle diminish 
simultaneously and progressively to zero, and 
l‘ulton reported similar parallel decreases in the 
case of fatigued muscle.' l‘urther, Fulton ob- 
served parallel changes in these phenomena when 
the mechanical response was varied by altering 
the initial length of the muscle. 

On the other hand, McSwiney and Mucklow %” 
report that when the action current of muscle is 
made to charge a condenser, and when the con- 
denser discharge is then measured, the electrical 
charge on the condenser varies directly with the 
duration of stimulation, and up to the fusion 
frequency, the electrical charge also is propor- 
tional to the frequency of stimulation. 

i Fulton. Muscular Contraction and the Reflex Con- 


trol of Movement. 1926. 
2 Cooper and Eccles. J. Physiol., Ixix, 377, 1930. 


: Erlanger and Gasser. Am. J. Physiol., xcii, 43, 1930. 
4 Erlanger. Harvey Lect., 1926-27. 


5 Evans. Recent Advances in Physiology, p. 40, 1928. 

6 du Bois-Reymond, Poggendorf’s Annalen, Iviii, 1, 
1843. . 

7 Bishop and Gilson. Am, J. Physiol., lxxxii, 478, 1 

8 Bishop and Gilson. Am. J. Physiol., Ixxxix, 155 

9 Katz. Physiol. Rev., viii, 447, 1928. 

10 Hill, A. V. Proc, Royal Society, xcii, B, 178, 1921. 

11 Kinthoven and Hugenholtz. Arch, Neérl., v 
1921. 

12 McSwiney and Mucklow. J. Physiol., lvi, 397, 1922. 
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Now as [lartree has pointed out, one may re- 
gard heat production as a measure of mechanical 
response in isometric contraction,’* and it has 
been shown that heat production is not a linear 
function of duration or frequency of stimula- 
tion.'* Further, Bogue and Mendez’ reported 
that the amplitude of the R wave and of the 
mechanical response of the frog heart may vary 
inversely under several experimental conditions, 
although a closer correspondence was observed in 
the temporal aspects. 

The work of Bishop and Gilson,’ in which 
the very precise cathode ray oscillograph was 
used, suggests that the catacrotic limb of the 
monophasic action potential is the electrical phe- 
nomenon most intimately associated with the me- 
chanical response. 

The latent period ends with the beginning of 
the mechanical response. 

Joun Fievp, Stanford University. 


ardiac Diagnosis.—“!l’rognosis in cardiac 
affections today is pitifully inaccurate be- 


cause the broad principles and the outstanding 
facts have been lost to vision in a cloud of rela- 
tive trivialities. Methods of examination, some 
useful enough in their proper sphere, many more 
of very dubious value, have been introduced. 
The subject has grown inordinately in complexity 
and the landmarks have vanished. Because a phy- 
sician has possessed himself of an electrocardio- 
graph, a polygraph, an x-ray machine, a blood 
pressure instrument, or some ingenious form of 
stethoscope, it does not follow that he has become 
competent to judge a patient’s condition ; the re- 
verse is often the case. When the limitations of 
these devices are not fully comprehended they 
had better be left untouched than handled, as they 
often are, improperly. The signs which foretell 
a favorable prognosis, or the reverse, can be 
elicited at the bedside by simple means.” Lewis ' 
said this ten years ago, but it is just as true today. 

The real purpose of a cardiologic examina 
tion should be to determine the functional ca 
pacity of the entire organ as a whole, not by 
standardized functional tests, for human beings 
are not standardized. The keyword in diagnosis 
today is function, and diagnosis with this in mind 
leads to proper prognosis and treatment, whereas 
anatomical diagnosis alone is sterile of other 
meaning. A cutaneous scar is not treated unless 
it interferes with function or for esthetic rea- 
sons; and, by analogy, there is no reason why a 
patient should be frightened over a valve scar, in 
many cases the trivial and insignificant result of 
an old, burned-out infection. 

The stethoscope is regarded as the sine qua 
non of cardiologic diagnosis, yet Viko * says that 
a large percentage of Lewis’ diagnoses are cor- 
rectly made before he uses the stethoscope. In 
every case the history should be taken first, bring- 
ing out any evidences of cardiac fatigue, as 


13 Hartree. J. Physiol., Ixv, 385, 1928. 
14 Hartree and Hill. J. Physiol., lv, 133, 1921. 
15 Bogue and Mendez. J, Physiol., Ixix, 316, 1930. 
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breathlessness (not sighing * or an occasional 
deep breath), rapid onset of fatigue or chest or 
other pain on exertion, Cardiac pains are definite 
pains; they do not constantly change in nature 
or shift in location. As Lewis ' says, “No patient 
who has a normal exercise tolerance has grave 
heart disease the gravity of the disease in 
a series of real heart cases is proportioned to the 
degree of distress produced by a given amount 
of work more nearly than to any other observ- 
able phenomenon within our knowledge.” 

With definite cardiac enlargement, aortic or 
mitral signs, or auricular fibrillation, a deficient 
exercise tolerance (and this refers to muscular 
effort of any sort and not to standardized tests ) 
is best attributed to the heart. In young patients 
without evidence of cardiac disturbance it should 
be ascribed to some other cause, such as tuber- 
culosis, pyogenic infection, industrial poisons, 
physical or mental exhaustion, while in elderly 
subjects, even without cardiac signs, the deficient 
tolerance should, at least tentatively, be charged 
to this organ. In this latter class are the cases of 
angina pectoris, myocarditis, senile or otherwise. 

The signs of congestive failure, such as cyano- 
sis, engorged cervical veins, large, tender liver, 
etc., are well known, but are late signs. 

The degree of cardiac enlargement is impor- 
tant, and here “palpation ranks before inspection 
and percussion, the chief sign is the posi- 
tion and extent of the maximum thrust and the 
structures it involves.”’ 

Prognostically, only two valvular lesions are 
of significance, aortic regurgitation and mitral 
stenosis, these being the ones of which we can 
be fairly certain of a concomitant, extensive, in- 
fectious myocarditis, in the first case probably 
luetic, and in the second probably rheumatic. In 
aortic regurgitation the diagnosis is made “reli 
ably as often at the pulse as at the base of the 
heart.”” In mitral stenosis, pathognomonic signs 
are a “diastolic thrill in the apical region and a 
diastolic rumble of low pitch, audible over the 
maximal thrust, and best heard, often only heard, 
in the recumbent posture after the action of the 
heart has been accelerated by exercise.” Mur- 
murs are usually systolic and, at the base, are 
usually functional; at the apex, and unassociated 
with other cardiac signs, they should be con 
sidered as functional also until proved otherwise, 
as, in spite of the frequency of the diagnosis, 
Cabot,® in 1906 cases found at autopsy to be 
cardiac, saw only “seven cases of that rare con 
dition, mitral regurgitation.” Diastolic murmurs 
are usually organic. 

Of the arrhythmias, the only really significant 
one which can be diagnosed without the electro- 
cardiograph is auricular fibrillation, which may 

1 Lewis, Sir Thomas. On Cardinal Principles in Cardio- 
logical Practice. Brit. M. J., p. 621, November 15, 1919 

2 Viko, IL. KE. Heart Disease—Its Modern Diagnosis 
California and West. Med., p. 78, February 1930 

’ Criteria for the Classification and Diagnosis of Heart 
Disease, Paul B. Hoeber, 1928. 

4 White, P. D., and Hahn, R. G. The Symptom of Sigh 
ing in Cardiovascular Diagnosis. Am. J. M. Sc., 177, 2, 
179, February 1929. 


5 Cabot, R. C. Facts on the Heart. W. B. Saunders 
Company, 1926. 
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be considered to be present with a pulse rate of 
120 or over, which does not increase constantly 
on deep inspiration, or which can be made to beat 
at such a rate, the pulse remaining irregular. 
Auricular flutter is very much less common and 
cannot be diagnosed definitely without the electro- 
cardiograph. 

Signs of active infection should be sought. 
These are pallor, not the typical aortic pallor, but 
a grayish, “sick” pallor, or the café au lait of sub- 
acute bacterial endocarditis; palpable splenic en- 
largement, “which is better evidence of active 
valvular infection than of congestive failure” 
transient petechiae for which frequent search 
should be made in the conjunctivae, and buccal 
mucous membranes or skin; clubbing of the 
fingers; fever, constant or occasional; rapid, 
regular pulse while the patient is at rest; and 
gradual but steady loss of weight. 

Lastly, the etiology must be sought, and will 
commonly be found to have been rheumatic, 
syphilitic, or other infective origin, or from senile 
changes. 

An important point which has received some 
emphasis, but apparently not enough, is the man- 
ner of recording the cardiac diagnosis. The study 
of cardiac problems would be facilitated im- 
mensely by a uniform style, and there is certainly 
little objection to the form proposed by the 
American Heart Association. Not only is the 
latter desirable from the standpoint of uniform- 
ity in recording, but it also makes for greater 
thoroughness in the examination. 


Lours BALTIMORE, Los Angeles. 


Sore Vaginalis Vaginitis.— Trichom- 
onas vaginalis, a flagellate parasite, was ob- 
served in certain vaginal secretions by Donne in 
1837. Many observers since then have described 
the organism in abnormal vaginal discharges. 
The origin of the infection is unknown. Whether 
it is the same as the trichomonas found in the 
intestinal tract is unknown. Its life history has 
not been worked out. It has been considered by 
most gynecologists as a nonpathogenic protozoan. 
Some still hold this view, but it probably causes 
a rather characteristic picture. 

The best way to study the organism is by 
diluting a small amount of the secretion with 
normal salt solution on a slide with a cover slip. 
The parasites can easily be seen by the ordinary 
high-power lens in the fresh smears by their 
motility. The trichomonas is usually larger than 
a polymorphonuclear leukocyte but smaller than 
an epithelial cell. It is usually spindle-shaped or 
pyriform. The front end is rounded and from 
it protrude four flagella. An undulating mem- 
brane runs from the base of the flagella to the 
opposite end. The nucleus is eccentric and _ situ- 
ated at the end near the base of the flagella. 

The clinical picture is rather characteristic. 
Patients complain of a profuse discharge which 
is usually associated with burning and itching in 
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the vagina and external genitalia. Often the dis- 
charge has a peculiar and disagreeable odor. The’ 
external genitalia and vagina are reddened, some- 
times fiery red. The region of the external 

is red and bleeds easily. The discharge resembles 
gonorrhea pus, and contains pus, blood, epithelial 
cells, bacteria and trichomonas organisms. The 
discharge is usually greenish, yellow and foamy, 
and at times thin and watery. Diagnosis can be 
made by examining a drop of the fresh discharge 
on a slide. 

Various types of treatment have been used, 
none of which are entirely satisfactory. A good 
method is to scrub the vagina with green soap; 
dry, and then coat the mucous membrane with a 
powder, using a powder blower. Good results 
can be obtained by using 15 to 20 per cent mer- 
curochrome to paint the vagina, after cleansing 
and drying the mucosa. lodin and silver nitrate 
must be used with great caution since they may 
increase the irritation. ‘Treatment should be given 
at least three times a week at first. They should 
be continued during menstruation, for the pres- 
ence of the menstrual blood seems to promote the 
growth of the parasites. A daily douche is taken, 
but not on the day the patient comes to the office, 
so that progress can better be observed. The 
patient is instructed to wash the external geni- 
talia and rectum twice daily, and after each bowel 
movement, with green soap, being careful to 
wash away from the vulva instead of toward it. 
Treatment should be continued till symptoms and 
signs of the disease have disappeared and until 
smears are negative. The patient should be kept 
under observation for months, and smears made 
after each menstruation and further treatment 
started if organisms are found. 

T. Froyp Beir, Oakland. 


Brightening of Walls in Mental Hospitals Said to 
Aid Patients.—Bright colors on the interior walls of 
institutions for the mentally afflicted help to bring 
about better mental attitudes, and may help toward 
cures among the patients, according to a statement 
on September 27 by the California State Director of 
Institutions, Earl E. Jensen. 

Drab grays are being replaced in California with 
pinks, yellows, greens, blues and other bright colors, 
he said, as the result of a year’s experiment in the 
hospital at Napa. 

“If you could have seen the faces of the patients 
at Napa a year ago when the walls were the conven- 
tional drab gray,” said Mr. Jensen, “and then could 
see them today since the walls have been tinted 
bright hues, you would realize what a tremendous 
influence color can play. So successful has the experi- 
ment proved that we have been repainting the walls 
inside all of our six mental hospitals as rapidly as 
possible this summer. 

“We use the light hues, avoiding dark blues, greens 
and browns, and especially red, which is known to 
have a distressing effect. Pinks, light blues and 
greens, yellows and tans, we have found, are those 
which have the most cheering effect on the patients. 
And even the nurses and other employees of the 
institutions are responding to the change. These asy 
lums no longer are the drab, depressing places they 
once were. We have great hopes that the colors will 
help us in affecting cures and in generally brighten 
ing the lives of those intrusted to our care.”— 
The United States Daily, September 29, 1930. 
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OFFICIAL NOTICES 
Council Meeting 


he next meeting of the Council of the California 
Medical Association will be held in the offices of the 
Association, Room 2004, 450 Sutter Street, San Fran- 
cisco, on Saturday, January 31, 1931. 


* * * 


Proposed Amendment to Constitution 


Second of two required publications of proposed amend- 
ment introduced at House of Delegates meeting 1930, to 
he voted upon by the House of Delegates, 1931 session. 

Amend Article X, Section 11 of the Constitution, 
to read as follows: 

“The Council, at the organization meeting thereof, 
shall elect a chairman, a vice-chairman, a secretary- 
treasurer, an editor and, in its discretion, one or more 
associate editors, each to serve for the term of one 
year. Nothing in this section shall be construed to 
prohibit the same person holding at the same time 
both the office of secretary-treasurer and the office of 
editor; but neither the secretary-treasurer nor editor 
shall hold any other office in the California Medical 
Association.” 


COMPONENT COUNTY SOCIETIES 
ALAMEDA COUNTY 


Che Alameda County Medical Association held its 
regular meeting at Highland Hospital, September 15, 
at 8:15 p. m. The clinical evening offered by the staff 
of Highland Hospital, at which hospital cases are 
demonstrated, is an annual event to which the asso- 
ciation looks forward with keen interest. Doctor 
McVey opened the program with a discussion of 
Banti’s disease, presenting in the course of his dis- 
cussion three cases illustrating the disease at various 
stages. Emphasis was laid on the fact that splenec- 
tomy should be done without delay as soon as the 
diagnosis can be made. Patients were presented, illus- 
trating the fact that those who have had splenectomy 
early in the disease usually recover, The only case 
in this series with recurrent symptoms had a splenec- 
tomy late in the disease. Doctor Sargent showed 
some interesting cases of tumors of the humerus of 
both benign and malignant types, demonstrating by 
film the diagnostic x-ray characteristics of the com- 
moner malignant types. He likewise discussed the 
therapeutic value of the x-ray in certain of these 
tumors. Doctor Sutherland showed two interesting 
cases of myasthenia gravis, bringing out the diag- 
nostic points and discussing the new endocrine treat- 
ment of this condition. Doctor Dukes showed a case 
of maligni int tumor of the ovary which had herniated, 
carrying with it practically the entire pelvic contents. 
The tumor was discovered during physical exami- 
nation for another complaint. It was a pedunculated 
mass hanging from the inguinal region, apparently 
causing the patient little concern. Doctor Dukes 
*For a complete list of general officers, of standing 
committees, of section officers, and of executive officers 


of the component county societies, see index references 
on the front cover, under Miscellany. 
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showed pictures of the condition prior to operation 
as well as the patient two weeks postoperative. Dr. 
T. C. McCleave reported a continuation of his studies 
on the use of bacteriophage in the treatment of ty- 
phoid fever. All cases of typhoid at Highland Hospi- 
tal have been so treated with definite benefit in all. 

GERTRUDE Moore, Secretary. 

* 

CONTRA COSTA COUNTY 

The Contra Costa County Medical Society met on 
October 14 at the Hotel Carquinez, Richmond. 

The first part of the program was given over to 
Dr. John W. Sherrick of Oakland, who addressed the 
society on “Toxemias of Pregnancy.” The speaker 
gave a detailed yet very concise presentation of this 
important subject. The etiology, symptomatology, 
and the management of the various conditions classi- 
fied under this subject were discussed in a very practi- 
cal manner. The importance of proper prenatal con- 
trol and the early application of therapeutic measures 
were explained in detail. Doctor Sherrick’s paper was 
voted one of the most instructive discourses presented 
before this society for some time, 

Dr. Clifford O. Bishop of Richmond was _ unani- 

mously voted a member of the society on a transfer 
from San Joaquin County, 
_ The second part of the program was devoted to a 
joint meeting between the society and the Woman’s 
Auxiliary. Various problems of mutual interest were 
discussed and plans for closer coéperation between 
the two units were made. Mrs. J. M. McCullough of 
Crockett, vice president of the State Auxiliary and 
president of our own county unit, explained the his- 
tory, aims and purposes of the Woman’s Auxiliary. 
The sum of $25 was voted by the medical society to 
further the work of the auxiliary. 


The good work which is being accomplished 
throughout the state by the Traveling School Clinic 
along mental welfare lines was explained by Miss 
Scott, who urged the codperation of the society mem- 
bers. This clinic will visit the principal centers of 
our county next month. The president, Dr. J. W. 
Bumgarner, conducted the meeting, which was well 
attended. L. H. Fraser, Secretary. 

% 
FRESNO COUNTY 

The regular meeting of the Fresno County Medical 
Society was held after dinner at the Californian Hotel, 
October 7. Thirty-five members were present. 

The minutes of the previous meeting were read and 
approved. 

The following members were elected to member- 
ship in the society: Dr. S. V. Dragoo of Coalinga, by 
transfer from the Contra Costa Medical Society; Dr. 
D. V. Wiebe of Selma, by transfer from San Joaquin 
County Medical Society. 

* * * 


The committee on resolutions presented a report 
expressing the loss occasioned to the society and the 
community by the deaths of Doctors John A. Mont- 
gomery and James L. Maupin. 


IN MEMORIAM 
John A. Montgomery, M. D. 
1889-1930 
Whereas, It has pleased the Heavenly Father to 


remove from our midst John A. Montgomery, a 
member of this society; and 


Whereas, His loss to the medical profession has 
been keenly felt because of the high type of character 
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which he possessed, and the excellence of his pro- 
fessional skill; therefore be it 

_ Resolved, That the Fresno County Medical So- 
ciety express its heartfelt sympathy to the family of 
John A. Montgomery; and be it further 

Resolved, That a copy of this resolution be sent to 
his family and a copy spread on the minutes of the 
society. 
r ry ry 


James Lawrence Maupin, M. D. 
1867-1930 


Whereas, The Fresno County Medical Society and 
the community in which he has labored so well and 
faithfully for two score years has lost an honored 
member and citizen in the death of James Lawrence 
Maupin; and 

Whereas, It is felt that his influence for good in 
our profession and the high position which he at- 
tained by his untiring devotion to his profession has 
never been equaled in this community; and 


Whereas, All those who became his friends by his 
kind ministrations are now deprived of that warm 
fellowship and comforting presence; and 

Whereas, The members of the medical profession 
not only of this valley but also of the State of Cali- 
fornia feel deeply the loss of a true professional as- 
sociate and friend; therefore be it 

Resolved, That the Fresno County Medical Society 
express to the family of James Lawrence Maupin its 
heartfelt sympathy; and be it further 

Resolved, That a copy of this resolution be pre- 
sented to the family and a copy spread on the min- 
utes of the Fresno County Medical Society. 

It was moved by Dr. T, Madden, seconded by Dr. 
G. Hare, that the resolutions be adopted. 


t ¢ ij 


Doctor Madden spoke urging the members to be 
generous and active in helping the Community Chest 
campaign, 

Dr. Carlton Mathewson, medical officer of health 
of the city of Fresno, stated that although there had 
been very few cases of infantile paralysis in this city 
during recent months, there was no convalescent 
serum kept on hand. He advised the medical society 
to take steps to procure a supply of serum. On the 
recommendation of Dr. G. Hare that some action be 
taken in this matter it was moved, seconded and 
carried, that a committee be appointed by the presi 
dent with full power to act in arranging for registra 
tion of all persons who have had infantile paralysis 
in the past few years that they be asked to volunteer 
as donors if needed and that whatever steps were 
necessary should be taken to insure a supply of polio 
myelitis convalescent serum. 

The president appointed the following committee: 
Dr. H. J. Crawcroft, Dr. C. Mathewson, and Dr. J. M. 
Frawley. 

Dr. Julian M. Wolfsohn of Stanford University 
gave a very interesting talk, which was much appre- 
ciated by members present, on the ‘““Neuroses—Their 
Mechanism and Treatment.” Doctor Wolfsohn kindly 
consented to outline the recent advances which have 
been made in the study of poliomyelitis. 


*x* * * 


The regular meeting of the Fresno County Medical 
Society was held at the Californian Hotel No- 
vember 4. Forty-one members were present. 

The minutes of the previous meeting were read and 
approved. 

The following members were elected to member 
ship in the society: Frank M. Sprague of Fresno, 
Reginald Archie Hunt of Riverdale, and Lester Ralph 
Nielson of Pinedale. 

Report of Dr. H. M. Ginsburg: $210 spent of the 
$550 appropriated by the board of supervisors in pro- 
curing convalescent serum for poliomyelitis. Eleven 
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bottles of serum were received from the 2000 cubic 
centimeters of blood collected. Nine bottles have 
been used, one of them by an outside physician. 

Dr. H. J. Craycroft reported the work done by his 
committee in procuring this serum. The Twining 
Laboratory centrifuged 250 cubic centimeters of blood 
at one time. His committee was continued. 

Dr. H. Alderson of Stanford University showed 
cinema pictures of unusual skin lesions which were 
splendidly clear and well selected. Dr. H. Alderson 
later discussed some of the many forms of skin dis- 
eases shown on the screen, His talk and films were 
well received and much appreciated by the society. 

J. M. Frawtey, Secretary. 


> 


NAPA COUNTY 


The regular monthly meeting of the Napa County 
Medical Society held on Wednesday, October 1, was 
preceded by an excellent dinner at Marino’s Grill, 
Napa. The regular meeting was called to order by 
Doctor Dawson, the president. 

Routine business was transacted and bills approved. 

It was duly moved, seconded and carried, that the 
Napa County Medical Society urge the legislators and 
the incoming Governor to appoint a physician to the 
position of director of institutions. 

It was also moved and carried that a resolution of 
sympathy be sent to the wife of Dr. W. G. Ogden, 
a member in good standing, whose death occurred 
last month. 


Dr. Samuel H. Hurwitz, associate clinical pro- 
fessor of medicine, Stanford University Medical 
School, was the speaker of the evening. Doctor Hur- 
witz spoke on the “Present Status of the Asthma 
Problem” in a logical, interesting manner; following 
which it was discussed by the various members of 
the society. 

Those present were: Members—H. V. Baker, G. I. 
Dawson, C. A. Johnson, D. H. Murray, R. S. Nor- 
throp, J. B. Robertsan, Napa; M. M. Booth, St. 
Helena; W. L. Blodgett, Edward Love, Calistoga; 
I. FE. Charlesworth, E. F. Donnelly, Imola; A. K. 
McGrath, Sonoma; R. E. Poole, Veterans’ Home. 
Visitors—Doctor Anderson, St. Helena; Doctor Fry, 
3enicia; Doctor Fuller, Veterans’ Home; A. C. Um- 
halt, D. D. S., Napa. 

x * * 


The regular meeting of the Napa County Medical 
Society was held Wednesday, November 5, at the 
Veterans’ Home, Colonel Nelson M. Holderman, 
commandant, acting as host and providing a bounte- 
ous turkey dinner. 

The meeting was called to order by Dr. G. I. Daw- 
son, president. The annual election of officers was 
held, resulting in the following members being 
elected: Robert S. Northrop, president; Herbert R. 
Coleman, vice-president; Car] A. Johnson, secretary- 
treasurer. Dr. C. E. Sisson of Imola was elected 
state delegate and Dr. M. M. Booth of St. Helena, 
alternate. 

The applications for membership in the Napa 
County Medical Society for Doctors A. H. McLish, 
D. B. Williams, and A. E. Chapple, were unani 
mously accepted by the society. 

The speaker of the evening was next introduced, 
Dr. G. K. Rhodes of San Francisco, whose topic 
was “Perinephritic Abscess of Acute Hematogenous 
Origin.” Doctor Rhodes stressed the diagnostic fea- 
ture of the x-ray picture which showed in these cases 
an obliteration of the psoas shadow on the affected 
side, blurring of the kidney outline, and scoliosis of 
the lumbar vertebra away from the affected side. 
Lantern slides were used effectively to demonstrate 
the diagnostic feature. An informal discussion fol 
lowed the conclusion of his paper. 


Members present—H. V. Baker, H. R. Coleman, 
C. A. Johnson, J. Robertson, Napa; M. M. Booth, 
K. J. Wood, St. Helena; C. A. Gregory, St. Helena 
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Sanitarium; A. K. McGrath, Sonoma; A. McLish, 
Richard Poole, Veterans’ Home; C. E. Sisson, D. B. 
Williams, Imola. 

Visitors—Dr. R. M. Ritchie, superintendent Mendo- 
cino State Hospital; Dr. H. S. Rogers, Petaluma: 
Dr. Holman, intern, Imola; Dr. Fry, Benicia; Dr. 
Frank Robertson, Napa; Dr. E. S. Anderson, St. 
Helena. C. A. JoHnson, Secretary. 


ORANGE COUNTY 


The regular monthly meeting of the Orange County 
Medical Association was held in the staff room of the 
County Hospital on Tuesday, October 7, at 8:15 p. m. 
Dr. H. M. Robertson, president, presided and intro- 
duced Doctors J. L. Maroon and A. E. Chase of 
Santa Ana, who showed a very interesting case of 
syringomyelia in a young boy. Doctor Maroon gave 
a complete history and his results of a most thorough 
physical examination of this patient, indicating the 
most important symptoms and signs to be: 

1. A progressive muscular atrophy. 

2. Disturbances of sensibility, especially anesthesia 
to pain and temperature, but not touch. 

3. Trophic disturbances, including arthropathies. 

4. Scolioses. 

Doctor Chase explained in detail, by the use of 
lantern slides, the bone and joint changes in this dis- 
ease, giving the differential diagnosis between this 
condition, and tabes dorsalis where a charcot joint 
has developed. 

The next speaker of the evening was Dr. John C. 
Wilson of Los Angeles, who spoke on the “After 
Care of Anterior Poliomyelitis.” He stressed the 1m- 
portance of dividing, in general, the treatment into 
two phases: first, during hyperesthesia, of placing the 
muscle group at rest in a neutral position and using 
some form of heat; and second, after hyperesthesia, 
a gradual muscle reéducation by a trained person, 


* * * 


The Orange County Medieal Association held its 
regular November meeting Tuesday, November 4, 
at the Episcopal Church, Santa Ana, at 7 p. m. A 
delicious dinner was served to approximately fifty 
members and guests. 

We were honored at this meeting by the presence 
of Dr. Lyell C. Kinney, president of the California 
Medical Association, and Dr. Mott H. Arnold, coun- 
cilor for the first district. Following the dinner, 
Doctor Kinney gave an interesting and forceful ad- 
dress. He urged that, in addition to the scientific 
side, the county society should be a strong business 
organization; that we should make our knowledge of 
the business of medicine just as complete as our 
knowledge of the science of medicine. 

Dr. Mott Arnold was then introduced and talked 
on the policy followed by the State Association in 
dealing with the Coffey-Humber cancer research 
work. He explained the action of the councilors in 
not publishing the letter from the Hewlett Club. 

After some discussion regarding the above, it was 
moved and seconded that the Orange County Medical 
Association go on record as approving the action 
taken by the councilors in regard to the Hewlett 
letter. 

The society was then called to order by President 
Robertson and the minutes of the October meeting 
were read and approved. The first reading on the 
application of Dr. Charles Sylvester O'Toole for 
membership was heard. The applications of Doctors 
Holm Holmson, Roland J. Harvey and Julius C. 
Osher were read for the second time, and by ballot 
all three of these applicants were admitted as mem- 
bers in good standing of this association. 

The speaker of the evening was Dr. E. D. Kil- 
bourne of Santa Ana, his subject being “Codéperation 
in the Early Diagnosis of Surgical Conditions.’? This 
was a very practical paper and dealt with the common 
things one finds in medicine and surgery. Doctor 
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Kilbourne stressed the point that most of our errors 
in diagnosis were errors of omission rather than of 
commission. He reminded us of the fact that early 
diagnosis of tuberculosis is essential; that growing 
pains of children are often tuberculosis of the spine; 
that skin tests are valuable only when negative; that 
75 per cent of all cases of cancer of the rectum have 
been treated for hemorrhoids; that when a patient 
with appendicitis dies someone has blundered; that 
in intestinal perforation of typhoid the blood pres- 
sure rises sharply; that in osteomyelitis early x-ray 
is of no value and that carcinoma of the breast can 
usually be diagnosed by skiagraph in profile. This 
paper was fully discussed by Doctors Newkirk, H. A. 
Johnston, Olson, Hawes, Hollingsworth, Gobar, and 
Walker. 

All business of the society having been taken up, 
the meeting adjourned. 

Harry G. HurFMAn, Secretary. 


vo 


PLACER COUNTY 

The Placer County Medical Society held its annual 
meeting in Auburn, Saturday evening, November 15. 

The following officers were elected: R. H. Eveleth 
of Roseville, president; L. B. Barnes of Newcastle, 
vice-president; Robert A. Peers of Colfax, secretary- 
treasurer; Charles J. Durand of Colfax, associate 
secretary. 

Delegate to the 1931 meeting of the California 
Medical Association, C. C. Briner of Auburn. Alter 
nate, Carl P. Jones of Grass Valley. 

Rosert A. Peers, Secretary. 


SACRAMENTO COUNTY 

The fifth meeting of the year 1930 of the Sacra 
mento Society for Medical Improvement met at the 
Senator Hotel June 17 at 8:45 p. m. Forty-two mem- 
bers were present. The president, Dr. Gustave Wil- 
son, called the meeting to order and the minutes of 
the last meeting were read and approved. 

There were no case reports. 

The first paper of the evening, ‘“Lipiodol Injections 
of Uterus and Tubes,” was presented by Dr. George 
Joyce Hall. The question of sterility is often brought 
to the family doctor for answer, and this timely paper 
was necessary to stimulate thought on this subject. 
In olden days it was believed that sterility was the 
woman’s fault; today, however, we know that the 
male member of the family is often to blame for the 
lack of children. In studying sterility in women it is 
important to know the condition of the uterus and 
the patency of the tubes. Doctor Hall outlined meth- 
ods by which this study is carried on, discussing 
especially the injection of lipiodol into the cavity of 
the uterus and out into the tubes. Lipiodol is opaque 
to the roentgen ray and, therefore, lipiodol injected 
adnexa shows clearly on the x-ray film. This method 
is used not only to demonstrate patency of the tubes, 
but other malformations and pathological conditions 
in the womb and tubes. Slides made from x-ray films 
demonstrating these points were shown on the screen. 
The paper was ably discussed by Doctors Cook, 
Rulison, and Beach. 

Dr. W. M. Wilder presented the second paper of 
the evening, which was an informal report on the 
use of spinal anesthesia in the urological service at 
the Sacramento Hospital. The modus operandi of the 
anesthesia was discussed. The simplicity of the tech- 
nique and the uniformly excellent result obtained by 
Doctor Wilder in his series highly recommend this 
form of anesthetic as a method of choice in elderly 
patients, especially where the operation is urological 
in nature. 

This paper stimulated discussion, and Doctors Hale, 
Beach, Dillon, and Rulison especially expressed their 
appreciation. 

The application for membership of Dr. Beaumont 
3rown was read for the second time. Doctor Brown 
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was voted into the membership of the Sacramento 
Society for Medical Improvement. 

Dr. Cordes W. Ankele transferred from the Siski- 
you County Medical Society and was voted into the 
membership of the Sacramento Society for Medical 
Improvement. 

After reading several communications, there being no 
further business the meeting adjourned to a_ buffet 


luncheon. 
* * * 


The sixth meeting of the year 1930 of the Sacra- 
mento Society for Medical Improvement met at the 
Senator Hotel, September 16, at 8 p. m. Fifty-four 
members were present. Dr. Gustave Wilson called 
the meeting to order, and the minutes of the last 
meeting were read and approved. 

The paper of the evening, “Some Aspects of Clini- 
cal Endocrinology,” was presented by Hans Lisser, 
associate professor of medicine at the University of 
California Medical School, He spoke of many endo- 
crine disturbances, the symptoms, some of the pa- 
thology, and the treatment (if any treatment existed) 
for each condition, 

Doctor Lisser’s lecture was illustrated with lantern 
slides, which enhanced the interest of his paper. Pic- 
tures were shown of hypophyseal infantilism, show- 
ing the skeletal undergrowth and sexual infantilism; 
and of hypopituitaryism of adults, characterized by 
the girdle obesity and diminished menstrual flow. An 
interesting case of postpartum tetany was discussed 
and the excellent results of Collip’s parathyroid ex- 
tract as a specific in this condition was demonstrated. 
One case of excessive parathyroid secretion was 
shown on the screen. Doctor Lisser just mentioned 
this case as very rare, and a new one in the classifi- 
cation of endocrine diseases. He stressed the fact that 
the cretinism found in Switzerland is different from 
childhood myxedema, which is found everywhere. 
Childhood myxedema is characterized by skeletal 
undergrowth and mental retardation. Doctor Lisser 
said that if these cases were treated early with thy- 
roid substance much could be done to prevent the 
mental deterioration, ‘Treatment of thyroid deficiency 
in adults was often crowned with success. The atten- 
tion of the doctors was called to the fact that many 
adults have a mild hypothyroidism which often is un- 
recognized unless one is on the watch. 

The paper was enjoyed by all present, and active 
part in the discussion was taken by Doctors Gun- 
drum, Reardon, O. F. Johnson, Babcock, Brendel, 
Lindsay, and Pitts. 

Applications for membership were read for the first 
time from Doctors H. E. Lorenze, Ralph S. Graham, 
and Hilding R. Johnson. Two delinquent members 
were reinstated into good standing by payment of 
dues. 

After the communications were read, there being 
no further business the meeting adjourned. 

FRANK WarNE Lek, Secretary. 


2» 
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SAN BERNARDINO COUNTY 


The first fall meeting of the San Bernardino County 
Medical Society was held at the County Hospital 
Tuesday, October 7. 

Dinner was served at 7:30 p. m. 

The first vice-president, Dr. A. T. Gage, presided 
in the absence of the president, Dr. E. L. Tisinger. 

The president called attention to the financial re- 
port on the back of the menu which served as the 
secretary's report. 

The election of officers for the following year then 
took place, the following officers being elected: 

President, H. G. Hill, Redlands; first vice-president, 
W. F. Pritchard, San Bernardino; second vice-presi- 
dent, C. L. Curtiss, Redlands; secretary-treasurer, 
FE. J. Eytinge, Redlands. Delegates for state meet- 
ing: D. C. Mock, Redlands; E. L. Tisinger, San Ber- 
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nardino. Alternates: W. Savage, San Bernardino; 
F. F. Abbott, Ontario. 

The dues for the ensuing year were fixed the same 
as for the preceding year at $15. 

The minutes of the last meeting were read and 
approved. 

The following two changes in the by-laws were 
read and will be voted on at the next meeting: 

1. If the annual assessment of dues payable to this 
association by any member of this association is not 
paid on or before April 1 of any year, such member 
shall automatically lose his membership in this asso- 
ciation as of April 1 of such year. The council of 
this association, in its discretion, upon payment of 
such unpaid dues, and any other assessments or dues 
accruing thereafter, may, at any time, reinstate such 
member. 

2. Nominations of members as tried out this year 
having proved unsatisfactory as shown by less than 
one-third of the members voting, it was moved by 
Dr. D. C. Mock and seconded by Dr. F. Moor that 
the by-laws be changed and Article 14 added to as 
follows: “Each year at the May meeting a committee 
of three shall be nominated from the floor, one mem- 
ber being appointed by the president as chairman. 
This committee is charged with submitting a list of 
nominations for the various offices and reporting back 
to the secretary within thirty days from the date of 
their appointment. The nominations shall be sub 
mitted for vote at the annual meeting in October.” 

The president’s address not being available, Dr. 
Lyell C. Kinney, president of the California Medical 
Association, was next introduced and he gave an un- 
usually fine address entitled, “The County Medical 
Society a Business Organization.” 

At the conclusion of this paper a brief general dis- 
cussion followed after which the meeting adjourned 
at 10:30 p. m. 


* . 


The regular meeting of the San Bernardino County 
Medical Society was held November 4 at the San 
3ernardino County Hospital. The meeting was called 
to order by the first vice-president, Dr. W. Pritchard, 
at 8:15 p. m. 

The following change in the by-laws was passed by 
unanimous vote: 

“If the annual assessment of dues to this associa- 
tion by any member of this association is not paid 
on or before April 1 of any year, such member shall 
automatically lose his membership in this associa- 
tion as of April 1 of such year. The council of this 
association, in its discretion ,.upon payment of such 
unpaid dues, and any other assessments of dues 
accruing thereafter, may at any time reinstate such 
member.” 

The proposition in regard to the nominations of 
officers for the coming year was held in abeyance for 
future consideration. 

The program of the evening was then entered 
upon: 

Hysterectomy—A ‘Technique and Analysis of Six 
Hundred Cases, by Dr. E. C. Moore and Dr. D. G. 
Tollefson. Cinematographic and lantern slide demon- 
stration. 

Radium and Roentgen Therapy of Uterine Fibro- 
myomata, by Dr. Albert Soiland and associates. 

Following this program the president of the San 
Bernardino County branch of the Woman's Auxiliary 
to the California Medical Association, Mrs. F. Clough, 
spoke briefly. 

Refreshments were served at 10 o’clock. 

About sixty members and guests were present. 

E. J. Eytince, Secretary. 


SAN JOAQUIN COUNTY 


The stated meeting of the San Joaquin County 
Medical Society was held Thursday evening at eight 
o'clock, October 2, in the Medico-Dental clubrooms, 
242 North Sutter Street, Stockton. 





906 CALIFORNIA AND WESTERN MEDICINE 


The meeting was called to order by Dr. Henry 
Rohrbacher, vice-president. ‘The minutes of the pre- 
vious stated meeting were read and approved. 

On motion of Dr. Dewey R. Powell, duly seconded 
and carried, the constitution of the local society was 
amended to correspond with that of the California 
Medical Association relating to the lapsing of member- 
ship. 

Dr. Linwood Dozier made a report on the progress 
of the committee appointed to consider the matter 
of a medico-dental collection and rating bureau. The 
committee had met with the directors of the two 
societies and again with the combined membership in 
a special meeting September 26. No action was taken 
at either meeting. He said that $361 would be needed 
to equip the office and start the work. On recom- 
mendation of Doctor Dozier and motion of Dr. Percy 
Kallegos, duly seconded and carried, the matter was 
referred to the board of directors of the San Joaquin 
County Medical Society for definite action. 

The scientific program was opened with moving 
pictures of an appendectomy and a high gastro-enter- 
ostomy. 

The first paper of the evening was one by Dr. 
Samuel Hanson on “A Simplified Method of Intro- 
ducing the Carbon Dioxid in the Tubal VPatency 
Test.” 

Doctor Hanson demonstrated his apparatus by 
means of which he forces carbon dioxid into the 
uterus to test the patency of the tubes. In one bottle 
is ordinary soda water (water charged with carbon 
dioxid gas), in the other the carbon dioxid gas. As 
the water in the charged bottle is forced into the gas 
bottle, the gas is in turn forced into the uterus and 
out the tubes. The merits of the apparatus are its 
simplicity, ease of assembly, and use of products 
easily obtained at any soda fountain. 

Dr. Harry Oliver of San Francisco gave a paper on 
“Agranulocytosis.” Doctor Oliver stated that agranu- 
locytosis was first described by Shultz in 1922, Since 
then there have been one hundred fifty cases re- 
ported. However, there must have been many other 
cases classed under various diagnoses, such as acute 
glandular fever, salvarsan poisoning, diphtheria, and 
others. 

The disease may start after a short illness before 
ulceration or suddenly while the patient appears 
strong and well. The early symptoms are a_ high 
continuous fever (102 to 104), high pulse, malaise, 
dyspnea and chills, sore throat or gums. It may 
follow the extraction of teeth. Ulcers of the mouth 
and throat and sometimes in the rectum or vagina 
are characterized by the dirty gray base with over- 
hanging edges, litthe demarcation, and no cellular 
reaction in the surrounding tissues. There is no 
hemorrhage and no glandular involvement. It ap- 
pears as a sudden acute infection, usually of the 
mouth and throat in middle-aged women. The large 
majority of cases end in coma and death. 

The disease seems not to be contagious and no 
specific organism has been isolated. The first changes 
are noted in the bone marrow, then the blood stream, 
followed by the clinical onset with characteristic 
ulceration. The blood picture is characterized by the 
absence of polymorphonuclears, myclocytes, eosino- 
phils and basophils. The lymphocytes of small mature 
type are reduced in number to from two thousand 
to two hundred. The red cells and hemoglobin are 
lowered slightly. The platelets and the coagulation 
time remain normal. The bone marrow, which seems 
to be the primary seat of pathology, is physiologically 
paralyzed. : 

In the line of treatment, transfusion and irradiation 
have produced no results, Intravenous medication has 
been worthless. In some recent cases considerable 
success has been met with by the use of liver ex- 
tract—eight to twelve tubes daily—and the local use 
of sodium perborate as a gargle and swab. The ulcers 
were further swabbed with an eight per cent solution 
of methyl violet in glycerin. 
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As a result of this treatment there is a rapid drop 
in temperature, patient comes out of the coma, the 
blood picture changes and the granulocytes increase, 
not only proportionally, but absolutely. One treated 
in this way fully recovered for a year when the dis- 
ease recurred, but recovery was prompt on resump- 
tion of this treatment. 

Those in attendance were: Doctors J. W. Barnes, 
W. T. McNeil, La Berge, Van Meter, Ishikawa, 
Sheldon, Hudson Smythe, Hull, Gallegos, McGurk, 
Dozier, Hanson, Chapman, Sutton, Broaddus, Rohr- 
bacher, Vischi, Dewey R. Powell, Grace McCoskey, 
Thompson, Owens, Tretheway, Smithers, Doughty, 
Hill, and Oliver. The visitors were Doctor Goldstein 
and Mr. Taylor. 

C. A. Broappus, Secretary. 


« 


SANTA BARBARA COUNTY 

The regular meeting of the Santa Barbara County 
Medical Society was held on Monday evening, Octo- 
ber 13, at the University Club, Dr. Hugh I reidell, 
the president, presiding. 

The meeting was preceded by a banquet given by 
Dr. W. D. Sansum to the members of the society in 
honor of Dr. J. B. Kollip from MeGill University, 
Montreal. 

This was one of the most enjoyable and entertain- 
ing meetings ever held by the Santa Barbara County 
Society, and in appreciation of Doctor Sansum’s cour- 
tesy, the attendance was the largest of any meeting 
for several years. 

At the conclusion of the dinner the society went 
into executive session and the minutes of the previous 
meeting were read and approved. 

Dr. W. H. Johnston's application for membership 
was referred to the board of censors. 

Doctor Means reported for the board of censors 
regarding the syndicated articles in the morning press 
as follows: 

“Inasmuch as many other county medical societies 
are availing themselves of this publicity and it has 
been endorsed by the American Medical Association, 
and while not endorsed specifically by the California 
Medical Association, still there have been no strenu- 
ous objections, and as long as it was brought up in 
the county society and this committee was appointed 
with power to act, they feel it should be left up to 
the individual members whether or not they subscribe 
a certain definite weekly amount to pay for the cost 
of the articles. 

It was moved, seconded and carried, that the report 
be adopted. 

Doctor Main moved, seconded by Doctor Ullmann, 
that a public relationship committee of the Santa 
Sarbara County Medical Society be appointed. 

The president then appointed Dr. Manning chair 
man, with Doctors Henderson, Markthaler and W. E. 
Johnson, and the president ex-officio member. 

Doctor Sansum then introduced Doctor Kollip, the 
speaker of the evening. The society then adjourned 
to the lounging room, where Doctor Kollip gave an 
extremely interesting and highly instructive discourse, 
illustrated by lantern slides, on “Placental Hormones.” 

At the conclusion, Doctor Engelbach discussed this 
subject briefly. 

o * * 


The regular meeting of the Santa Barbara County 
Medical Society was held at the Bissell Auditorium 
of the Cottage Hospital on Monday evening, No- 
vember 10, Dr. Hugh Freidell presiding. 

Dr. W. H. Johnston was unanimously elected to 
membership. 

A communication from the County Welfare Board 
was read requesting that the society appoint Doctors 
Manning and Ussher as advisory members of the 
board, and upon motion, duly second and carried, 
Doctors Manning and Ussher were so appointed. 
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A communication from the Visiting Nurses’ As- 
sociation requesting the appointment of a member of 
the medical society to have charge of the baby clinics 
was also read. ‘They recommended the appointment 
of Doctor Lamb, and upon motion, duly seconded and 
carried, Doctor Lamb was so appointed. 

Doctor Manning, chairman of the Committee on 
Public Relationship, composed of Doctors Manning, 
Johnson, Markthaler, Freidell and O. C. Jones, gave 
his report. It was moved, seconded and carried, that 
the report be adopted. 

Doctor Markthaler, who was elected secretary of 
this committee, then gave a report of the committee’s 
first meeting, which was ordered filed. 

The president then introduced Dr. Lyell C. Kinney 
of San Diego, president of the California Medical 
Association, who gave a brief address on “Public 
Relations,” and particularly stressed the fact that the 
medical profession should be the leaders instead of 
the followers in all of the economic problems relating 
to medicine; that the problem is ours and, if we do 
not desire a lay control, medical societies must solve 
these problems. 

The president then introduced Dr. Gayle G. Mose- 
ley of Redlands, councilor for the third district, which 
includes Santa Barbara County. Doctor Moseley ex- 
plained briefly the Coffey-Humber difficulty and then 
discussed at length clinics and hospitals. 

Both speakers were extremely interesting, as they 
dealt with paramount medical problems of today. 

Dr. W. E. Johnson gave a very interesting paper 
on “Hysterosalpingography,” and showed lantern 
slides. This was discussed by Dr. Lawrence Eder. 

Dr. John Van Paing then gave a very interesting 
paper on “Malarial Therapy in Neurosyphilis,” with 
a report of a series of his cases. This was discussed 
by Doctors Ullmann, Ussher, Brush, and Hamilton. 

The president then reopened the business meeting 
and the question of a dispensary at Santa Maria was 
brought up. It was moved by Doctor Bakewell, 
seconded and carried, that the Public Relationship 
Committee investigate and devise ways and means 
and report back to the society. 

The president appointed the following as a Legis- 
lative Committee: Dr. H. J. Ullmann (chairman), 

Dr. P. C. Means, and Dr. M. Thorner. 


The addresses of Doctors Kinney and Moseley 
were then discussed by Doctors Ullmann, Means, and 


Hamilton, Witiiam H. Eaton, Secretary. 


2 


VENTURA COUNTY 


The October meeting of the Ventura County Medi- 
cal Society was held Tuesday, October 21, at 8 p. m 
at the clinic building of the County Hospital. 

Dr. D. G. Clark opened the meeting. Members 
present were: Doctors R, M. Jones, Wright, Coffey, 
Felberbaum, D. G. Clark, Shore, Bianchi, Bardill, 
Smolt, W. S. Clark, Hendricks, and Homer. Guests 
were: Dr. Eva Shively of Ventura, Doctors Miller 
and Rhymes of Santa Paula, and Doctors George 
Piness and Hyman Miller of Los Angeles. 

Doctor Piness addressed the society upon the eti- 
ology and diagnosis of allergic respiratory disease. 
Dr. Hyman Miller then took up the treatment of the 
same malady and presented some very impressive 
charts dealing with the geographic distribution and 
immunologic characteristics of the various plant 
pollens. Cuarces A. Smout, Secretary. 


CHANGES IN MEMBERSHIP 


New Members—October 
Los Angeles County— 


Leo Joel Adelstein Howard Wilson Bosworth 
Howard Clayton Anderson Lambert C. Brewer 
Nelson Paul Anderson William Browne Carr 
William Nance Anderson Willard Thomas Conley 
Harold Lewis Bollig Chester Elmo Cornell 
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Wymond Walter Eckhardt George Mangill Olson 
Albert Sidney Gough Samuel E. Pasette 
Edward Lee Loughlin Maurice H. Rosenfeld 
Henry Lund Allan Ross 

Robert Paul MacDonald Noel F. Shambaugh 
Thomas D. Mansfield Leigh Edward Sloan 
John Foley Martin Walter Leslie Stevens 
Charles H. McCallister Reuben T. Swenson 
Johannes M. Nielsen Gilbert Bernard Tepper 

Marin County—Joseph Orey Hawkins. 

San Diego County—Raymond Confer Hall, George 
Dolphus Huff. 

San Francisco County—Selling Brill, Edward John 
3uckley, Maurice Leopold Lubin, Joseph Minton 
Meherin, William Charles Munly. 

Santa Clara County—Marshall I. Mason. 


New Members—November 
Alameda County—Emil G. Beck, Donald V. Burke, 
Ray Homer Fisher, Wendell H. Humphrey, Martin 
a Lacey. 
Sacramento County—Lloyd C. Austin. 
San Francisco County—Neil P. Donnelley, John Elias 
Skaff, William P. Willard. 
Resignations—November 
M. B. Fractman, from San Francisco County. 
William J. Hawkins, from San Francisco County. 
Delmer L. Davis, from Los Angeles County. 


Transferred—October 

Russel V. Lee, from San Francisco to Santa Clara 
County. ; 

W. Barclay Stephens, from San Francisco to Ala 
meda County. 

Reinhard V. 
Angeles County. / 

Henry M. Gay, from Santa Clara to Los Angeles 
County. 

Cordes 
County. 

Blake C. Wilbur, from San Francisco to Santa 
Clara County. , 

Julius Goldsand, from San Francisco to Humboldt 
County. ; 

Samuel V. Dragoo, from Contra Costa to Fresno 
County. ; ; i 

D. V. Wiebe, from San Joaquin to Fresno County. 

E. H. Reudiger, from Los Angeles to San Diego 
County. . ; 

W. E. Carter, from Los Angeles to San Francisco 
County. ; 

Valdemar Pleth, from Ios Angeles to Sonoma 
County. 

Paul M. Hunter, from Los Angeles to Monterey 
County. 

Clifford O. 
Costa County. 


Looser, from San Joaquin to Los 


Ankele, from Siskiyou to Sacramento 


3ishop, from San Joaquin to Contra 


November 


Arthur A. fresno to Monterey 
County. 

Thomas F. Ayres, from Santa Clara to San Fran 
cisco County. p 

Edna P. Burgeson, from Orange to San Francisco 
County. 

Samuel V. Dragoo, from Butte to Fresno County. 

May L. Dutton, from Alameda to San Francisco 
County. 

Jewel Fay, from Alameda to San Francisco County. 

Mervyn F. Frandy, from Sacramento to Alameda 
County. 

Augustus A. Gerlach, from San Mateo to Alameda 
County. 

Herlwyn R. Green, from San Francisco to Santa 
Clara County. 

Marvin K. Paup, from Los Angeles to Riverside 
County. 

Richard B, Penzotti, from Mendocino to Alameda 
County. 

Henry L. White, from San Francisco to Tehama 
County. 


Arehart, from 
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John West Wilson, from Sacramento to San Fran- 
cisco County. 

Mast Wolfson, from San Mateo to Monterey 
County. 


Deaths 


Blanchard, George Lake. Died August 2, 1930, age 
54 years. Graduate of Creighton University School of 
Medicine, Omaha, Nebraska, 1902. Licensed in Cali- 
fornia, 1919. Doctor Blanchard was a member of the 
Los Angeles County Medical Association, the Calli- 
fornia Medical Association, and the American Medi- 
cal Association. 


Crokat, Edward A. Died at La Mesa October 20, 
1930, age 64 years. Graduate of the University of 
Manitoba Faculty of Medicine, Winnipeg, Manitoba, 
1894. Licensed in California, 1911. Doctor Crokat 
was a member of the San Diego County Medical So- 
ciety, an honorary member of the California Medical 
Association, and the American Medical Association. 


Hunkin, Samuel J. Died at San Francisco, Octo- 
ber 11, 1930, age 66 years. Graduate of University 
of California Medical School, San Francisco, 1890. 
Licensed in California, 1891. Doctor Hunkin was a 
member of the San Francisco County Medical So- 
ciety, the California Medical Association, and a 
Fellow of the American Medical Association. 


Jackson, John Alfred. Died at Los Angeles, Au- 
gust 26, 1930, age 62 years. Graduate of ‘Trinity 
Medical College, Toronto, 1897. Licensed in Cali 
fornia, 1901, Doctor Jackson was a member of the 
Ios Angeles County Medical Association, the Cali- 
fornia Medical Association and the American Medical 
Association. 


Kneedler, William L. Died September 8, 1930, age 
74 years. Graduate of Jefferson Medical College of 
Philadelphia, Pennsylvania, 1879. Licensed in Cali 
fornia, 1906. Doctor Kneedler was a member of the 
San Diego County Medical Society, the California 
Medical Association, and a Fellow of the American 
Medical Association. 


Maupin, James Lawrence. [ied at Kresno, Octo 
ber 1, 1930, age 63 yeavs. Graduated of Missouri 
College of Medicine and Science, St. Louis, 1890 
Licensed in California, 1890. Doctor Maupin was a 
member of the Fresno County Medical Society, the 
California Medical Association, and the American 
Medical Association. 


Montgomery, John Andrew. Died July 31, 1930, 
age 41 years. Graduate of Northwestern University 
School of Medicine, Chicago, 1921. Licensed in Cali 
fornia, 1921. Doctor Montgomery was a member of 
the Fresno County Medical Society, the California 
Medical Association, and the American Medical 
Association. 


Pickett, Jesse Cameron, Died at Ross, October 6, 
1930, age 51 years. Graduate of Cooper Medical 
College, San Francisco, 1907. Licensed in California, 
1907. Doctor Pickett was a member of the San Fran- 
cisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
\ssociation. 


Selling, Nathalie A. Died at San Francisco, Octo 
ber 1, 1930, age 63 years. Graduate of University 
of California Medical School, San Francisco, 1894. 
Licensed in California, 1894. Doctor Selling was a 
member of the San Francisco County Medical So- 
ciety, the California Medical Association, and the 
American Medical Association. 


Shields, Nicholas J. Died at San Luis Obispo 
October 10, 1930, age 56 years. Graduate of Balti- 
more Medical College, Maryland, 1898. Licensed in 
California, 1917. Doctor Shields was a member of 
the San Luis Obispo County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


Short, Charles Augustus. Died at San Jose Octo- 
ber 26, 1930, age 40 years. Graduate of Northwestern 
University Medical School, Chicago, 1915. Licensed 
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in California, 1924. Doctor Short was a member of 
the Santa Clara County Medical Society, the Cali- 
fornia Medical Association, and the American Medi- 
cal Association, 


Wanzer, Lucy Maria Field. Died at San Fran- 
cisco, October 13, 1930, age 89 years. Graduate of 
University of California Medical School, San Fran- 
cisco, 1876. Licensed in California, 1876. Doctor 
Wanzer was an honorary member of the San Fran- 
cisco County Medical Society, the California Medical 
Association, and the American Medical Association. 


Zerfing, Charles. Died at Los Angeles, September 
1930, age 57 years. Graduate of University of Penn- 
sylvania School of Medicine, Philadelphia, 1895. Li- 
censed in California, 1905. Doctor Zerfing was a 
member of the Los Angeles County Medical Associa- 
tion, the California Medical Association, and a Fellow 
of the American Medical Association. 


OBITUARIES 


Samuel J. Hunkin 
1864-1930 


S. J. Hunkin, the orthopedic surgeon, has passed 
on. He was a man of great natural talent, of enor- 
mous industry, and in his sincerity even lived up to 
his faults. A monumental figure, looming up among 
men, as if hewn from granite. 

He came to California from Cornwall, a_ sailor 
before the mast. His interest in the cure of de- 
formity was his urge to study medicine. As soon as 
he made up the admission requirements, he enrolled 
at Toland Medical School. He worked his way 
through college, and during one vacation fired the 
boat on Lake Tahoe. 

Upon graduation in 1890, he became the assistant 
to Harry Sherman, a pioneer in orthopedics. He 
had a service at the Children’s Hospital, where in 
the 90’s the orthopedic work for the children of the 
community was centered. He was a member of the 
county and state societies before and after their re 
organization, being a frequent contributor to their 
programs; and was also a member of the American 
Orthopedic Society. 

At the University of California he taught his sub 
ject to many successive classes. His fame soon ranged 
the entire Pacific Coast, bringing in its wake an ex 
tensive practice. He was early associated with that 
group of workers best typified by that master, the 
late J. Henry Barbat. 

At his funeral one could best sense this man’s 
accomplishments. Though only a few knew of his 
demise, the great chapel at Gray’s was thronged to 
overflowing with patients, life-long friends, and a 
large group of his past assistants. 

Doctor Hunkin has left his imprint on orthopedics 
in this region for a full generation to come, due to 
these qualified disciples he has left to carry on. 

ALFRED B. GROSSE. 
7 Y 7 


James Lawrence Maupin 
1868-1930 


On October 1, 1930, the medical profession lost a 
very valuable member and the community a splendid 
friend in the death of Dr. James Lawrence Maupin. 

Sorn at Columbia, Missouri, April 19, 1868, Doctor 
Maupin attended college at the University of Mis 
souri after which he moved with his parents to Cali- 
fornia. Soon after he came to Fresno he began the 
study of medicine and graduated from the Barnes 
Medical College in 1889. Immediately after he gradu- 
ated from Barnes Medical College he began the prac- 
tice of his profession in Fresno, being associated with 
his father, Dr. William T. Maupin. It was not long 
until his genial personality and his exceptional ability 
had won for him an excellent practice. 

In 1900, Doctor Maupin, together with Dr. J. D. 
Davidson, Dr. William T. Maupin, Dr. George H. 
Aiken, and the undersigned, associated themselves 
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together and organized the Burnett Sanitarium Com- 


pany. Previous to the organization of this company 
Doctor Maupin had worked with Doctor Davidson, 
who was one of the pioneer surgeons of this valley. 
The two men worked together constantly for fifteen 
years or more doing major surgery. With this exten- 
sive experience in surgery, upon the death of Doctor 
Davidson in 1908 Doctor Maupin became the lead 
ing surgeon in the valley, which position he occupied 
until his untimely death. His genial disposition, to 
gether with his unusual skill, combined to make him 
a valuable as well as a very busy surgeon, and he 
was called upon to operate not only in Fresno, but 
in all of the surrounding towns. 

Doctor Maupin was a great lover of outdoor sports. 
He was a most ideal companion on trips of this char 
acter, being always more than willing to do his share 
of the work. I have never been associated with any 
one who had the peculiarly amiable and helpful dis 
position Doctor Maupin possessed. Always pleasant, 
he did not become excited; an oath was absolutely 
unknown to his lips. His habits were exemplary; it 
was very unusual for him to so much as smoke a 
cigar, and no one | have ever known would go far 
ther or do more to help a friend. Many young doc- 
tors throughout this valley, I feel sure, will agree 
with me that he was a great inspiration and help to 
them, not only by his advice, but by recommending 
patients to them and helping them weather many a 
storm. 

The Burnett Sanitarium Company, which he helped 
to organize in 1900 and of which he was president 
at the time of his death, has grown by his help from 
a small institution in a rented building to a modern 
hospital, with fire-proof building containing more 
than one hundred beds. 

Doctor Maupin was a member of the Board of 
Medical Examiners of the State of California at the 
time of his death, and had been for several years 
previously. He was also a member of the American 
Medical Association, the California Medical Associa- 
tion, and the Fresno County Medical Society. 


And so has passed one of God’s noblest men— 


excellent surgeon, good doctor, good father, and good 
friend. 


D. H. Trowsripce, M.D. 
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George L. Blanchard 
1876-1930 


Came a day a few months ago when a member 
passed from our midst, who had, for many darkened 
lives, increased that real sunshine which actually 
enters through the eyes as well as through the soul. 
He passed at the end of the day as quietly as a ship 
goes over the horizon toward the setting sun, with- 
out the slightest moaning of the bar. 

Then departed a sterling character, Dr. George L. 
Blanchard, who had quietly accomplished much, yet 
with his light so hidden under a mass of service, that 
many members of his own society were surprised to 
learn that he was the founder and chief of the eye 
and ear clinic at the Plaza Community Center. Here 
he treated, I doubt not, many descendants of those 
who at one time had grant title to most of the land 
in the region of Los Angeles. 

After graduating from Creighton Medical College 
and completing his service with the First Nebraska 
Regiment, he studied in the Omaha office of Dr. D. C. 

sryant, at that time professor of ophthalmology in 
Creighton Medical College, and also in the Gifford 
Clinic, where he became especially friendly with the 
late Dr. James M. Patton as well as with Dr. John 
B. Potts and the two Giffords. These contacts were 
very helpful to him when he came here with his 
family thirty years ago. 

In my own association with Doctor Blanchard, I 
was deeply impressed with the complete dedication 
of his life to service for others in the most quiet way. 
He was not one to argue and stood with equanimity 
among those who seem never to have an enemy or 
detractor, but always hosts of quiet friends, who had 
found that he was giving more than he was taking, 
in every way. 

And, after all, do not most of us hope that it will 
some day be found that we were accomplishing more 
good results than had been generally suspected? 

CLIFFORD B. WALKER. 


THE WOMAN’S AUXILIARY OF THE 
CALIFORNIA MEDICAL 
ASSOCIATION* 


Los Angeles County Auxiliary 


At the first meeting since the summer vacation 
the members of the Woman’s Auxiliary of the 
Angeles County Medical Association who filled Sever 
ance Hall in the Friday Morning Club House, 
Angeles, on October 16, were called to order at 2:30 
p.m. by Mrs. James I’. Percy, president. The min- 
utes of the last meeting were read by the secretary 
treasurer, Mrs. Martin G. Carter. 


Los 


Los 


Mrs. Percy in her introductory talk commented on 
the fact that it is evident that the problems of this 
county are similar to and a part of the problems that 
affect physicians’ wives throughout the nation and 
that the first need has been for a strong organization 
with a proper set of by-laws to guide us clearly. 

The honor guests of the afternoon were then intro- 
duced by the president, including Mrs. David R. Rob 
bins, who has just returned from Europe, where for 
two years she has been president of the Woman’s 
Auxiliary of the “American Medical Association of 
Vienna’; Mrs. F. C. Coulter, state program chair- 
man and president of the Orange County Auxiliary; 
Mrs. Dexter R. Ball, state secretary-treasurer; Mrs. 


Fr. E. Clough, president of the San Bernardino 
County Auxiliary; Mrs. J. R. Gentry and Mrs. 
Charles Ernest, directors of health, tenth district, 
Parent-Teacher Association; Mrs. P. A. Quaintance, 


chairman Social Service Committee; and Mrs. E. M. 


* As county auxiliaries to the Woman’s Auxiliary of the 
California Medical Association are formed, the names of 
officers should be forwarded to the state secretary-treas- 
urer, Mrs. Dexter R. Ball, 2419 Bonnie Brae Street, Santa 
Ana, and to the California Medical Association office, 
Room 2004, 450 Sutter Street, San Francisco. Brief re- 
ports of county auxiliary meetings will be welcomed for 
publication in this column. 
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Lazard, who announced a meeting for November 13 
to consider a revision of the by-laws. 

Mrs. Percy then presented the speaker, Dr. J. L. 
Pomeroy, Angeles County health officer, who 
gave a most informative description of the work of 
the county health department. 


Los 


Doctor Pomeroy is one of the outstanding figures 
in the United States directly concerned with the 
problems of health. He has been so for many years, 
having been chosen as health commissioner by the 
authorities of Los Angeles County in 1915, At that 
time he was the only full-time health commissioner 
west of Ohio—showing the wisdom and _ foresight, 
and appreciation of public health, of our county au- 
thorities even at that period of our progress. 

Doctor Pomeroy summarized briefly the problems 
of the health commissioner and his department, which 
are numerous and onerous. Cost of sickness, cost of 
living, cost of health, and the relative importance and 
interlocking dependency of all these things were ex 
plained with critical and helpful comments and sug 
gestions. The speaker commented that the word 
“health” does not appear in the Constitution of the 
United States. 

In the matter of the practical application of the 
duties of health commissioner, Doctor Pomeroy em- 
phatically advocates the establishment of health cen- 
ters. Los Angeles County is particularly blessed with 
these oases of hygiene and health education at the 
present time. Yet we have no Rockefeller l/ounda- 
tion, or similar institution, for helping us with our 
health problems as they have in some of the eastern 
states and communities. Yet we continue to carry 
on by our own resources, and have reason to believe 
that we are well in the van of progress by compari- 
son with any of the other world health centers. 

Doctor Pomeroy extended an invitation to all mem- 
bers of the Woman’s Auxiliary for the day of Octo- 
ber 21 at the East Side Health Center, a tour of in- 
spection beginning at 10:30 with luncheon at 12, 
followed by talks on health center activities and an 
educational film “The Gift of Life.” 

Doctor Pomeroy was followed by Dr. R. V. Stone, 
director of department of laboratories, who gave a 
very brief but most illuminating talk on the sanita- 
tion of water protection, with film, “The Story of 
Water.” 

The tea hour in charge of Glendale members was 
a happy success. The table was exquisitely adorned, 
the piece de résistance being a great bowl of magnifi- 
cent tiger lilies. The hostesses were Mesdames R. E. 
Chase, O. E. Ghrist, C. Duane Miller, and J. Orville 


Sloan. Cora YouNG WILLIAMS, 
Publicity Chairman. 
Orange County Auxiliary 
The Woman's Auxiliary of the Orange County 


Medical Association held its October meeting on the 
afternoon of the seventh at the home of Mrs. Dexter 
R. Ball, with Mrs. C. D. Ball co-hostess, The aux 
iliary was fortunate in having Mrs. James F. Percy, 
state president, as guest of honor. Mrs. Percy said 
that it was with a great deal of satisfaction and 
pleasure that she was submitting to us the programs 
for the year which Mrs. F. E. Coulter, as chairman 
of the State Program Committee, had worked out: 
one for counties with a health unit, and one for those 
without such an organization. She also spoke on the 
present status of the Sheppard-Towner bill. 

Mrs. D. C. Cowles called our attention to Amend- 
ment No. 6 on the tax exemption of nonprofit hospi- 
tals and urged that we use our individual influence 
to secure its passage in the coming election. 

Dr. E. L. Russell, assistant health officer of Orange 
County, gave a comprehensive and interesting talk 
on “Infantile Paralysis.” He traced the history of the 
disease down to the present time, showed its tend- 
ency to travel in definite lines, and stated its tre- 


mendous cost to the individual, to society, and to the 
state. 


He outlined the progress being made in the 
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treatment of deformities and spoke in detail of experi- 
ments now being conducted to aid in its prevention. 
The business mecting then adjourned and the mem 


bers enjoyed a pleasant half-hour around the tea 
table. Jessie Quisno Raitt, Secretary. 
San Bernardino County Auxiliary 
The Woman’s Auxiliary of the San Bernardino 


County Medical Society was entertained by the doc- 
tors and wives of the State Hospital at Patton. 

Members were conducted through many parts of 
the institution, after which a delicious dinner was 
served in the new cafeteria. 

After dinner Doctor Webster invited the women to 
remain for their meeting. All preferred to do so, 
therefore no meeting of the auxiliary. The doctors’ 
meeting was most interesting and instructive, so we 
felt we were very wise to avail the 
privilege. 


ourselves of 
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The Woman’s Auxiliary of the San Bernardino 
County Medical Society met October 9 for luncheon 
at Café Madrid, San Bernardino. 

Following the luncheon, Mrs, Clough introduced 
our state president, Mrs. James IF. Percy of Los An- 
geles, who gave us a most enjoyable and profitable 
talk. She outlined the purpose of the auxiliary, what 
it has accomplished in other states; also the outline 
of work to be followed this year by each society of 
the state. 

An open discussion followed and questions 
answered by Mrs. Percy. 


were 


A short business meeting followed. Mrs. Clough 
stated that all county societies were asked to have 
their fiscal year end with the December meeting, and 
officers be elected at that time. Also the state con- 
stitution and laws were being amended and would 
be ready for our adoption at that time. The present 
officers were to continue until December. A motion 
was then made and seconded that we make our fiscal 
year to conform with the other county societies. The 
motion was carried. 

The meeting was adjourned by motion, 

Members then had the privilege of meeting Mrs. 
Percy informally. ; — , 

. ; Erne E. Curtiss, Secretary. 


NEVADA STATE MEDICAL 
ASSOCIATION 


W. A. SHAW ~ 
R. P. ROANTREE, Elko... 
H. W. SAWYER, Fallon 
EK. E. HAMER, Carson City.... 
HORACE J. BROWN 
R. P. ROANTREE, D. 
S. K. MORRISON 


: eo Sa President 
ssudecnin as actinwtdestinctniiese President-Elect 
salstee First Vice-President 

Second Vice-President 
Secretary-Treasurer 


A. TURNER, 
Trustees 


COMPONENT COUNTY SOCIETIES 
WASHOE COUNTY 


The regular monthly meeting of the Washoe 
County Medical Society was held at the Nevada State 
Juilding on the evening of November 11, President 
Hamer of ‘Carson City presiding. No clinical cases 
were presented. After the usual preliminaries the 
president called upon Dr. J. L. Robinson, who pre- 
sented a remarkable paper on “Atropin and the Eye.” 
The purpose of this paper was that this message 
might reach the physician far removed from medical 
centers. Doctor Robinson gave the history of four 
cases that had come under his observation within the 
last ninety days, in which possibly all of these cases 
could have been saved had the proper medical treat- 
ment been instituted at once. Aside from the con- 
sideration of proper sterilization, which is always 
conceded to be in order for eye injuries, the impor- 
tant point developed by Doctor Robinson was the 
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use of the one per cent solution of atropin in the 
injured eye. In order to prevent iridocyclitis, atropin 
used sufficiently often to insure a complete dilata- 
tion of the pupil. This treatment, in Doctor Robin- 
son’s opinion, would restore sight to many eyes 
which, if not so treated, would become irreparably 
lost. Statistics on eye injuries give the alarming 
number of eyes lost each year in the United States, 
estimated between three and four hundred thousand. 
Most of these eyes could have been saved if proper 
treatment had been given early. 

Doctor Robinson brought out especially the type 
of injury known as the “agricultural eye.” It seems 
that sawdust, wooden splinters, and trauma to the 
eyeball by means of brush striking the eye, produces 
a very unusual type of inflammation which, unless 
speedily relieved, is apt to become chronic with very 
serious results. 

Doctor Fuller presented a most splendid paper on 
the “Pathological Anatomy of the Ear,” reciting 
briefly the most common disease, and gave many 
excellent points with reference to the proper treat- 
ment of the ear. Especially did Doctor Fuller dwell 
upon the importance of early incision of the ear drum 
when pain began to manifest itself in the region of 
the middle ear, An early paracentesis in many cases, 
by carrying out natural principles of drainage, would 
cut short a beginning inflammation in that region 
which would prevent such serious problems as deaf- 
ness later on, or possibly chronic discharge of the 
ear. Doctor Fuller likewise dwelt with special em- 
phasis upon the infécted adenoids as a means of caus- 
ing not only future sinus trouble, but also of carrying 
the infection directly into the eustachian tube which 
would give trouble in later life, producing deafness 
and possibly mastoid infection. 

These papers were discussed by other specialists 
present. Likewise by many of the practicing phy- 
sicians. It was a delightful treat to the society be- 
cause the treasure box of a rather rare and special 
type of medical knowledge was opened, much to the 
interest and enlightenment to the average practitioner. 

Tuomas W. Batu, Secretary. 


UTAH STATE MEDICAL 
ASSOCIATION 


WILLIAM L. RICH, Salt Lake City........... 
R. A. PEARCE, Brigham City 
M. M. CRITCHLOW, Salt Lake City....... 


J. U. GIESY, 701 Medical Arts Building, 
Salt Lake City... Associate Editor for Utah 


President 
President-Elect 
Secretary 


COMPONENT COUNTY SOCIETIES 
SALT LAKE COUNTY 


The dinner meeting of the Salt Lake County Medi- 
cal Society was held at the Newhouse Hotel on 
Monday evening, October 20, in honor of Professor 
William J. Kerr of the University of California. 

‘The meeting was called to order at 8:15 o’clock by 
President M. M. Nielson, who introduced the speaker 
of the evening. Forty members were present. 

The title of Doctor Kerr’s paper was “The Use of 
Quinidin in the Treatment of Cardiac Irregularities.” 

J. E. Felts was unanimously elected a member of 
the society. 


ce S 
The regular meeting of the Salt Lake County 
Medical Society was held at the L. D. S. Hospital 


on Monday, October 27. 

The meeting was called to order by Vice-president 
F. M. McHugh at 8:05 p. m. Thirty-eight members 
and six visitors were present, 


The following clinical program was presented by 
members of the hospital. 
Megalocolon—Surgical 
ards. 


Removal, by R. T. Rich- 
Discussion by J. P. Kerby and FE. P. Oldham. 


STATE MEDICAL ASSOCIATIONS 


Carcinoma of the Antrum of Highmore, by L. R. 


Cowan. 
Acute Atrophy of the Liver, by J. E. Trowbridge. 
Rupture of the Uterus, by R. W. Owens. 


Skull Fracture Unusual 
R. Groesbeck. 


Discussion by Q. B. Coray. 


with an Paralysis, by 

The following applicants were elected to member- 
ship of the society: H. S. Stevenson and Charles C. 
Stevenson. 

M. M. Critchlow, reporting for the Committee on 
Revision of the Constitution and By-laws, recom- 
mended that an additional paragraph be added to 
Article 3 of the constitution, which shall read: 

“Any scientist holding a doctor’s degree is eligible 
for associate membership provided he resides in Salt 
Lake City. Such associate member shall pay the 
regular dues, but shall not be entitled to vote or to 
hold office. He shall be elected to membership in the 
same manner in which a regular member is elected.” 

W. IF. Beer moved that this report be accepted 
and that the usual method be adopted in the revision 
of the Constitution and By-laws. Motion seconded 
and carried. 

The meeting adjourned at 9:45 o’clock, after which 
refreshments were served. 

BARNET E. Bonar, Secretary. 


Incomes of Physicians in Wisconsin.—The August 
number of the Wisconsin Medical Journal prints a 
letter from Dr. S. D. Beebe of Sparta, Wisconsin, 
reporting the incomes of physicians of* seven coun- 
ties of the seventh councilor district of which he is 
president. He says that he obtained the figures from 
the income tax department and that they, therefore, 


represent net incomes. Doctor Beebe writes as 
follows: 
“Two years ago, while discussing a question of 


medical economics, one of the past presidents of our 
state medical society asked me this pertinent ques- 
tion: ‘Where is the country practitioner who is not 
taking in $750 a month or probably two or three 
times that amount?’ That question was asked in good 
faith and my answer to it, which I herewith submit, 
is in equally good faith. 

“As councilor for this seventh district I have re- 
cently completed a survey with relation to the annual 
net income of all the physicians resident and prac- 
ticing in this district at the date of the last income 
tax report. 

“Average net income of physicians of: 


Vernon County $2,980 
Buffalo County 2,892 
Jackson County 3,660 
Trempealeau County 3,717 
Juneau County . 4,238 
Monroe County 6,086 
Ia Crosse County 8,625 

Average net income for the district, $4899. Num- 


ber of physicians in district, 116. 

Number of physicians with income over $10,000, 
thirteen. Average income of these thirteen, $20,280. 

Number of physicians with net incomes of less 
than $10,000, 103. Average net income of these 103, 
$4379. 

Thirty-one physicians of the 116 in 
report a net income of less than $3000. 

Forty-four have an income of less than $3500. 

“Time and space will not permit a comprehensive 
discussion of these figures and their vital implica- 
tions, I believe, however, the brethren would be fully 
as interested in them as in the labored discussion of 
the ‘The canary-yellow lipochrome discoloration of 
the lasolabial folds.’ 

“An open-minded study of the figures I have pre- 
sented will convince almost anyone that those phy- 
sicians, who are able to make vital hospital contacts, 
usually have a fair income. The rest, or most of the 
rest, are just out of luck, that’s all.’—New York State 
Journal of Medicine, October 1930, 


the district 







NEWS 


The American Board of Otolaryngology.—An ex- 
amination was held in Chicago, October 27, 1930, 
during the session of the American Academy of Oph- 
thalmology and Otolaryngology. 

One hundred and eleven candidates were examined, 
of which eighteen were either conditioned or failed. 

The board will hold an examination in Los Angeles 
in the spring, preceding the meeting of the Pacific 
Coast Oto-Ophthalmological Society, and in Phila 
delphia at the time of the meeting of the American 
Medical Association. An examination will also be 
given in the fall at Indianapolis, preceding the meet- 
ing of the American Academy of Ophthalmology and 
Otolaryngology, which will be held at French Lick 
Springs. 

Prospective applicants for certificate should address 
the secretary, Dr. W. P. Wherry, 1500 Medical Arts 
Suilding, Omaha, Nebraska, for proper application 


hlanks. 


The eighty-third semiannual meeting of the South- 
ern California Medical Association was held at the 
Hotel Virginia, Long Beach, October 31 and No- 
vember 1 last. 

The sessions were well attended, and the meeting 
was a very successful one. 

The following officers were elected for the ensuing 
vear: Fred B. Clarke of Long Beach, president; 
William H. Barrow of San Diego, first vice-presi- 
dent; Philip H. Stephens of Los Angeles, second 
vice-president; Carl R. Howson of Los Angeles, 
secretary-treasurer. 

The next meeting will be held at the Hotel Coro- 
nado in April, 1931. 

Meeting of the California Tuberculosis Association. 
A two-day program has been arranged for the meet- 
ing of the California Tuberculosis Association to be 
held at the Biltmore Hotel, Los Angeles, Friday and 
Saturday, January 9 and 10. 

The Sociological Section will have three half-day 
sessions on program building, child care, and rehabili 
tation. 

The Medical Section will have three half-day ses- 
sions on thoracic surgery, demonstration of chest 
plates, and a symposium on tuberculosis in children. 

Many of the leading authorities of California have 
consented to present papers and lead in the dis- 
cussion, 

The following program has been announced: On 
Friday morning The Results of Ten Years in Pulmo 
nary Tuberculosis Surgery will be presented by Leo 
Eloesser; Atelectasis, by Harold Brunn; Chest Sur- 
gery in Europe and America, by F. S. Dolley; and 
Surgery in Pulmonary Tuberculosis, by W. H. 
Thearle. 

On Friday afternoon Dr. Joseph E. Pottenger will 
speak on “Laboratory Technique.” Presentation of 
interesting films by visiting members. Completed 
program to be announced later. Doctors are re- 
quested to bring interesting x-ray films. 

The Saturday morning session, a symposium on 
tuberculosis in children will be discussed in its vari- 
ous aspects by Ernst Wolff, William H. Sargent, 
Rolla G. Karshner, Harold Trimble, Charles Ianne, 
and Henry Dietrich. 
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Diagnostic Clinic—The Livermore Sanitarium, in 
connection with its diagnostic clinic, is establishing a 
department for the examination of children. This de 
partment will be devoted to children in need of guid 
ance because of some nervous behavior or mental dis 
order. A special effort will be made to examine chil- 
dren of psychotic parents who may have, as the result 
of inheritance or environmental influences, a pre 
disposition to mental disease. 

The clinic is free to all cases referred by public 
health nurses or those who present evidence of their 
inability to pay the regular fee. 

The clinic will be held each Wednesday afternoon 
or patients will be seen by appointment. 


Grants to Faculty Members, School of Medicine, 
University of Southern California. — ‘Three grants 
have been made to two faculty members of the 
School of Medicine of the University of Southern 
California, Dr. Harry J. Deuel and Dr. Clinton H. 
Thienes, by national scientific organizations, accord- 
ing to announcement of Dr. William D. Cutter, dean 
of the Southern California Medical School. 

Doctor Deuel, professor of biochemistry, has been 
honored by grants of $300 each from the National 
Research Council and from the Committee on Scien 
tific Research of the American Medical Association 
for the purpose of research in the determination ol 
the antiketogenic value of different carbohydrates. In 
this experiment Professor Deuel has accepted the co 
operation of a number of individuals who voluntarily 
have gone on a uniformly protein-fat diet of such 
things as meat, eggs, butter, and salad dressing, with 
carbohydrates excluded. On such a diet, with carbo 
hydrates absent, acidosis will develop in the subjects, 
he states. Doctor Deuel will then test the efficiency 
of the ordinary carbohydrates, such as sugars, to 
decrease the acid formation. 

Doctor Thienes, associate professor of pharma- 
cology at Southern California, also received a grant 
from the American Medical Association, this one 
of $500 for research in “The Relationship Between 
Mysenteric Plexus and Ganglia and the Mesenteric 
Nerves.” 


Psychiatry Fellowships.—The National Committee 
for Mental Hygiene announces the availability to 
properly qualified candidates of fellowships for train- 
ing in extramural psychiatry, These fellowships are 
designed to provide special training for physicians 
who have had previous hospital training in psychi- 
atry but who wish to prepare themselves for extra 
mural work in the fields of child guidance, delin- 
quency, education, dependency, and industry. 

Fellowships are open to physicians who are under 
thirty-five years of age, graduates of Class A medical 
schools, and who have had at least one year of train 
ing in a hospital for mental disease maintaining satis- 
factory standards of clinical work and _ instruction. 
A longer period of hospital training is desirable. 

Applicants able to meet these requirements will 
not be required to take competitive written or oral 
examinations. Selections will be made on the basis 
of length and type of previous training in formal psy- 
chiatry; on general fitness for the work contem- 
plated; and, in most cases, on the results of a per- 
sonal interview. 

These fellowships cover a period of training ap- 
proximately one year in length. 
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During this training period trainees usually are as- 
signed for three to four months’ periods at such 
places as the Boston Psychopathic Hospital; Judge 
Baker Foundation, Boston; Institute for Juvenile Re- 
search, Chicago; and other places of a similar nature, 
as well as to various child-guidance clinics located 
in Cleveland, Philadelphia, and other cities. Assign- 
ments to these training centers are not definite, how- 
ever, and assignment to any given place will depend 
upon the availability of instruction at such place, as 
well as the special needs of the individual trainee. 
Assignments are not made for more than three 
months in advance, and adherence for the year’s 
training period to a fixed program in advance is 
impossible. 

These fellowships carry stipends at the rate of 
$2000 to $2500 for the twelve months’ period, 

Applications need not be filed within stated periods, 
but will be received at any time. In the case of 
successful applicants, arrangements will be made to 
begin work whenever mutually convenient to the 
applicant and to the director of the training center 
to which the applicant is first assigned. 

Applications or inquiries for further information 
should be sent to Dr. Frankwood E. Williams, Medi- 
cal Director, National Committee for Mental Hy- 
giene, 370 Seventh Avenue, New York, N. Y. 


Dr. Sven Lokrantz Elected President of the Ameri- 
can Association of School Physicians.—At the recent 
annual session of the American Association of School 
Physicians held at Fort Worth, Texas, Dr. Sven 
Lokrantz, whose work as medical director of the Los 
Angeles City Schools has attracted much attention, 
was elected president of the association. A few 
months have passed since Doctor Lokrantz was 
knighted by the King of Sweden in recognition of the 
service which he had rendered in the health conserva- 
tion of school children. 


MUCH IN LITTLE* 


The science of medicine and the art of medicine 
seldom pick the same man as their favorite. 


The hardest operation for any surgeon is to “cut 
: g 
out’? unnecessary surgical procedures. 


The medical herd is easier stampeded than any 
other of equal intelligence. 


The paragon of human wisdom—a young specialist 
at his first consultation, 


What difference is there in technic and ethics be- 
tween the stabbing in the dark of the Italian Mafia 
and the anonymous blackballing in “exclusive medical 
societies’’? 

Professional assets in medical practice: gray hairs, 
gold-rimmed spectacles; also balanced clinical judg- 
ment and clinical experience. 


A diagnosis which leans too strongly on the crutch 
of laboratory reports is bound to be a lame one. 


It used to be the practice of medicine. Now it is 
the game of medicine. 


* Members of the California, Nevada, and Utah Medical 
Associations are invited to contribute to this column of 
aphorisms, which will appear from time to time in Cali- 
fornia and Western Medicine, as sufficient copy accumu- 
lates. The aphorisms in this issue were sent in by Moses 
Scholtz, M. D., Los Angeles. 
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IN LIGHTER (2?) VEIN 


The following were the questions and answers of 
one of the applicants, who was applying for a license 
as a midwife, in an anatomy and physiology exami- 
nation which was held under the auspices of the Cali- 
fornia Board of Medical Examiners at San Francisco 
on July 8, 1930. In justice to the applicant it is only 
fair to state that it was necessary to translate Eng- 
lish questions into Italian, and in turn to translate 
the Italian answers into English, The questions and 
answers were as follows: 

Q. What is the function of the skin? 

A. The function of the skin is to help toward the de- 
velopment and the health of the body. 

Q. Describe the secretion of milk. What conditions 
may modify this secretion? 

A. The secretion of milk is very necessary for the 
nourishment of the new-born. It is composed of butter, 
salt, and sugar. 

Q. What is bile? Where formed and what action has it? 

A. Bile is secreted by the liver. Its action is to help 
the proper function in the elements of digestion. 


Q. What is the lymphatic system? What function 
have lymph glands? 


A. Lymph glands are the glands which help toward 
the functioning. 

Q. Name the bones of the skull. What is the anterior 
fontanelle? 

A. The bones of the skull are the two parietal, superior 
and posterior, the small and large fontanelle. 

Q. What changes occur in the heart immediately after 
the birth of the child? 

A. After the birth of the child the heart immediately 
takes on the respiration. 

Q. Describe the rectum. 

A. The rectum is the large intestine. It helps in the 
evacuation of material of the body as far as the anus. 

Q. What is menstruation? What changes occur in the 
uterus during this period? 

A. The contractions are the pains of the uterus dur- 
ing labor. During this period the uterus works for the 
expulsion of the fetus. 

Q. What is the spinal cord? 

A. The vertebral column is formed of vertebrae and 
helps to support the trunk of the human body. 

Q. Describe normal blood, 

A. Normal blood is of a bright red. 

Q. What makes blood clot? 

A. The blood clot is produced immediately after labor 
and after miscarriages. 

Q. Name the muscles forming the anterior abdominal 
wall? 

A. The muscles which form ‘be anterior abdominal 
wall are the epigastric and abdominal regions. 


SOME OPTOMETRIC TRENDS 


The editorial pages of this number of CALI- 
FORNIA AND WESTERN MEDICINE comment on a 
recent optometric clinic which was held at Los 
Angeles. It was stated (see p. 896) that some side- 
lights on the matters there discussed would be 
printed in this column. The following items are 
taken from The Optometric Weekly of Novem- 
ber 13, 1930, and are printed for such informa- 
tion they may give to readers of CALIFORNIA AND 
WESTERN MEDICINE who are interested in these 
matters. 

* * * 

From an article captioned “Prepare for the National 
Educational Program”: 

“The two things I have in mind are: First, to see 
you, as an optometrist, personally rise to a place 
where your financial standing and worth to your com- 
munity will be equal or above that of any other citi- 
zen in it. Second, to see the profession of optometry 
recognized by and given a place along with the other 
leading professions. 
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“Within four years we can reach this goal, if you 
and all of us will do what is asked by the leader in 
the two movements that are now being launched to 
bring this about. Figuratively speaking, as I see it, 
from the financial side of the four-year period, if you 
are now walking, you will then be driving a Ford, 
and if you drive a Ford you will then be driving a 
Cadillac, and have it paid for; and why not? for 
what profession is contributing more than ours to the 
happiness and increased efficiency of the world? .. 

“There are two distinct plans, one known as the 
Graduate Clinic Foundation for the advancement of 
professional optometry. This plan is being given by 
Dr. A. M. Skeffington, and sponsored by the different 
state and local societies over the United States and 
Canada. 

“A contract was made with a firm, who specializes 
in this kind of work, to raise six million dollars to 
be spent over a period of four years to advertise 
optometry. This is the biggest publicity campaign 
ever undertaken by any profession, and is bound to 
increase very materially the practice of every optome- 
trist in the United States who is eligible to take 
advantage of this opportunity when presented to 
him. ‘3 

: < 


From an article captioned “Looking Them Over”: 


“The men and women assembled (in the city of 
Chicago at the meeting of the American Academy 
of Ophthalmology and Otolaryngology) represented 
the cream of the profession from the states, as well 
as abroad, all intensively interested in whatever ad- 
vancement had been made in technique and in the 
new methods of treating pathological eye cases. Re- 
fraction was seemingly forgotten; and that should be 
pleasing to optometry. The ophthalmologists are 
being drawn into a new field which, we believe, is 
termed “biopathology.” 

“Some of the most eminent ophthalmologists in the 
world were on the program and those who lectured, 
in spite of the positions they held in their particular 
field or community, felt honored in being placed on 
the program. Paying a lecturer at such a congress is 
a thing unheard of. Physicians take that oath and are 
glad to pass out whatever they discover or develop. 
Another important item is that the men who do 
things in medicine or surgery are more interested in 
effecting relief, cure, or reconstruction than in the 
financial return of any particular case. That is true 
among the bigger men, with the fact of their being 
wealthy not entering the case at all. . . 

“Have we men of that type in optometry? We, 
personally, should like to hear of them. The “big” 
men we have are practically those who come before 
us and lecture; but let us see how they measure up. 
Do these men come before us at our conventions or 
other gatherings eager for the honor of being placed 
on the program, and equally as eager to teach us a 
new technique to advance the profession, and to assist 
our patients toward better vision? They do not! 
They lecture at so much, and expenses, and on top 
of that, in many cases, get up some contraption which 
in many cases eventually serves as a show piece in 
the refracting rooms of those who buy it... .” 

* * * 


From announcements in the “Department of Public 
Information”: 


“Doctor Skeffington explained clearly that he was 
not bringing to the groups theories, but only tried 
and proven facts; that every case was a law unto 
itself, but that there were certain very definite path- 
ways to follow in each and every case. Also that 
these pathways sometimes lead to other byways, but 
we can rest assured that we are on the right road 
and will surely arrive in time to a correct and accu- 
rate diagnosis of the problem. After all, a correct 
diagnosis is the biggest problem confronting the opto- 
metric practitioner today. This is bringing to fulfill- 
ment his prediction that ‘to the optometrist shall be 
allocated all ocular diagnosis’ whether it be refrac- 
tion, neurological or pathological.’ ” 
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From a book review: 

“The Principles and Practice of Ocular Physical 
Therapy for Optometrists. Written for practitioners 
and students. By Jack I. Kurtz, B. Se, A. O., 
F. A. A. O., etc. 

“It is an exceedingly sober, conservative presenta- 
tion of the scientific and working principles of the 
physical modalities, their usefulness and limitations in 
the treatment of ocular conditions, and the most ap- 
proved methods of technique. ... It is no part of 
this reviewer’s business to determine whether or not 
the optometrist should undertake the treatment of 
ocular disorders by physical therapy. But for those 
who believe that they should and who contemplate 
undertaking it, Kurtz’s book will certainly furnish a 
safe and sound, as well as a most helpful, handbook 
of practice.” 


A PUBLIC HEALTH CAMPAIGN * 


For many years the medical profession has recog- 
nized the desirability of acquainting the public with 
various facts regarding health, sanitation, hygiene, 
and other subjects closely allied. Many plans have 
been tried from time to time with indifferent success, 
the failure being due to the almost unsurmountable 
difficulties of properly contacting the public. 

Recently there has been a survival of public in- 
terest in health matters. The daily newspapers are 
devoting considerable space to syndicated articles by 
medical men, some good, some poor, but all widely 
read. In nationally circulated magazines have ap- 
peared many articles, some critical, some friendly. 
This amount of material, however, indicates that the 
public wants to know and is demanding that the 
doctor reverse his old methods of secrecy and come 
frankly out in the open. 

In March of this year the officers of the Long 
Beach Tuberculosis Association asked for a joint 
meeting with the Harbor Branch Medical Society. 
At this time the Tuberculosis Association asked for 
aid in defining some method whereby it could put 
into every home in the city of Long Beach some 
accurate information regarding tuberculosis. 

With this idea in mind I proposed a plan which 
was followed out during the month of April, with 
what we believe to have been gratifving results. 

This plan was as follows: 

First: The appointing of two committees, one com- 
posed of medical men; their duties being: 

(a) To prepare and have printed four bulletins, 
one for each week, for a period of four weeks. It 
was found that material furnished by the National 
Tuberculosis Association would perhaps be quite ac- 
ceptable, and some of its bulletins were used in their 
entirety and the others changed to suit our needs. 

(b) The outlining and having in readiness speeches 
to give before the Parent-Teacher Associations, ser- 
vice clubs, women’s city clubs, and various trade- 
unions. The arrangements for these various talks 
were made by the secretary of the Tuberculosis As- 
sociation, 

Second: A committee appointed from the Medical 
and Tuberculosis Associations to arrange with drug- 
gists, department stores, and other retail agencies for 
the wrapping in all packages of these various bulle- 
tins, furnished them once a week. 

This committee also had charge of publicity and 
arranged to have several articles appear in the two 


* The attention of readers is directed to this report by 
Dr. Fred B. Clarke of Long Beach, which is a digest of 
a report made at the Del Monte annual session of the 
California Medical Association. Reference to the work 
which has been done in Long Beach under Doctor Clarke's 
chairmanship is made in the paper by President Kinney, 
which is printed in this issue on page 852. 
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leading newspapers of the town. Each talk before 
the various clubs was given publicity by the publicity 
chairman of the various organizations before which 
the talks were made. The Labor News reported the 
talk given before the local labor union. The Long 
Beach Shopping News, which is distributed to every 
home in Long Beach, very kindly arranged to insert 
in a very prominent place in their publication the 
following bulletin: 


PROTECT THEM FROM TUBERCULOSIS! 


How We Can Help Prevent Tuberculosis: 


The most essential thing in the prevention of this 
widespread disease is knowledge on the part of the 
people as to its causes, development and spread. An- 
other important factor is that every child who may or 
may not have tuberculosis of the glands be shielded from 
close contact with active tuberculosis. If there should be 
un adult with active tuberculosis in the family they 
should either enter a sanatorium or great care used in 
the home. For example, kissing is absolutely forbidden 
between children and adults who have pulmonary tuber- 
culosis. Dishes should be boiled or scalded, or even 
better, the patient should have individual dishes which 
can be washed and scalded separately. The patient 
should cover his mouth when he coughs. Sputum must 
be destroyed, preferably by burning. The patient should 
sleep alone. In other words, close contact of the child 
with the tuberculous adult must be scrupulously avoided. 


Care of the Undernourished Child: 


Another important item in the child’s life which helps 
to prevent the development of such a disease as tuber- 
culosis is the proper regulation of his physical and 
mental life; a proper relationship between rest and exer- 
cise, regular habits, and a well-balanced diet. His school 
work should not be too burdensome. Chronic fatigue 
above all else must be avoided, strenuous exercise and 
athletics should be carefully supervised. Just as rest is 
the secret of the successful treatment of tuberculosis, so 
also is it the most important preventive of that disease. 

Further, it is imperative that everything possible be 
dione to build up the child’s general health. Defective 
teeth and infected tonsils must be corrected. Health 
habits must be cultivated. Good food, sunshine and 
fresh air in abundance are essential. 

Finally, the child should be taught to adjust his life 
so that he will not overstrain. Face frankly the fact that 
an unwelcome visitor has come to threaten the health of 
the child, yet by a little care the visitor may be kept in 
chains and need not shorten life or dim its beauty and 
preciousness. Children with childhood tuberculosis, if 
properly supervised during the body-building period, 
generally gain strength and overcome the threat of 
tuberculosis, 


The Preventorium Can Help: 


Preventorium treatment can be carried out at home, 
though it is difficult. Some communities have established 
special schools for children threatened with tuberculosis. 
Such schools, generally called preventoria, aim to help 
parents carry out a health-building program. In Long 
seach there is the Rock Haven Preventorium, where 
such care and health training may be received. 

This bulletin issued by the Medical Association and the 
Long Beach Tuberculosis Association, coéperating with 
the national movement for the prevention of tuberculosis. 


Our speakers were able to appear before the ma- 
jority of the Parent-Teacher Associations during the 
month and they were very well received. 

Literature was distributed as follows: 10,000 circu- 
lars with health message; 100 colored posters; 40,000 
bulletins on tuberculosis prepared by the local* medi- 
cal association; 13,150 pamphlets furnished by the 
state and the national associations. 


Literature, which had to do with “Health and 
Tuberculosis,” was distributed by the director of 
physical education of the public schools to the princi- 
pals of the elementary schools and the physical edu- 
cation teachers. 

The entire cost, other than the labor involved, was 
$57, which we consider to be a very small amount 
for as wide a distribution of literature as we had, and 
goes to show what can be accomplished when the 
funds are limited, 


We learned a great many things during the de- 
velopment of this publicity campaign and now feel 
that during the coming year we can endeavor to 
a to the public other messages pertaining to their 
1ealth, 


(Signed) Frep B. Crarke, 


Chairman, Committee on Health and 
Public Instruction. 
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CALIFORNIA DEPARTMENT OF 
PROFESSIONAL STANDARDS 


Two years ago considerable editorial space was 
given in CALIFORNIA AND WESTERN MEDICINE 
in discussing problems which were apt to arise 
in the newly organized “Department of Pro- 
fessional and Vocational Standards” of the State 
of California. 

That department is now one of the several 
major divisions of the state government. Its di- 
rector is Mr. James F. Collins and, in accordance 
with the law, he submits from time to time to the 
Governor’s Council (which consists of the direc- 
tors of these various major state departments) a 
report on the activities of his department. 

As physicians and as citizens it is desirable that 
members of the California Medical Association 
should know somewhat of the particular division 
which includes the Board of Medical Examiners 
and other healing art and associated professions. 

The report of October 29, 1930, as submitted 
by Director Collins, is here printed, because of 
the belief of the editor of CALIFORNIA AND 
WeEsTERN MEDICINE that the statistics and com- 
ments therein contained will be of interest to 
many readers of this Journal. 

The Department of Professional and Voca- 
tional Standards is composed of three divisions, 
but no excerpts will be printed from Division 3. 
The Board of Medical Examiners is placed by 
law in Division No. 1, which includes only the 
boards for medicine, dentistry, and pharmacy. 

In Division No. 2 are two boards, which while 
classed thereunder are really independent of the 
department, since they exist with independent 
powers, as a result of initiative petitions and suc- 
cessful referendum votes of the people of Cali- 
fornia. The figures for some of the professions 
cannot be other than somewhat startling to many 
physicians. 

The October 29, 1930, report to the Council of 
the Governor of California, and is as follows: 

DIVISION NO. 1 
Boarp OF MepicaL EXAMINERS 

A total of seventy-nine licenses were issued by the 
3oard of Medical Examiners during September, 
bringing the total number of licentiates operating 
under the jurisdiction of this board to 11,605. Re- 
moval of the names of thirteen deceased licentiates 
from the roster at the close of the month, however, 
reduced the final total to 11,592, as of September 30. 

Investigations conducted by agents of the board 
numbered forty-five. Prosecutions in the courts were 
conducted in eleven cases. Convictions were obtained 
in three. Fines assessed by the courts amounted to 
$100. No licenses were suspended or revoked. 

Licensed physicians and surgeons, as well as un- 
licensed persons, were the subjects of the investiga- 
tions of the board’s agents during the month. Thirty 
such investigations were pending completion at the 
close of the period covered herein. 


BoarD OF DENTAL EXAMINERS 


Restoration of licenses to four dentists who had 
become delinquent and who were required to pay the 
delinquency fee of $25 each brought the total of 
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licentiates operating under this board’s supervision to 
5936. This total was reduced to 5933 by the removal 
of the names of three deceased licentiates. 

Numerous investigations were conducted by the 
board’s agents during September and one prosecution 
was conducted in the courts, the latter resulting in a 
conviction, No licenses were suspended or canceled. 


BoARD OF PHARMACY 


There is no change noted in the September report 
in the number of licentiates operating under this 
board’s direction, as compared with the report for the 
preceding month. Licentiates numbered 8024 and as- 
sistants totaled 1701, a total of 9725 persons who, in 
the pursuit of their profession, come under the super- 
vision of the Board of Pharmacy. A total of 1012 
investigations and inspections were conducted by 
agents of the board in September with one investiga- 
tion pending completion at the close of that month. 

Out of a total of forty-nine persons prosecuted in 
the courts, convictions, resulting in fines or suspended 
sentences were obtained by the board’s representa- 
tives in forty-five cases. Fines assessed amounted 
to $515. 

These prosecutions and convictions were the result 
of a campaign conducted in southern California 
against unlicensed persons employed in drug stores 
and other establishments who undertake to sell 
poisons and other commodities to customers in viola- 
tion of the State Poison Law and the Pharmacy Law. 
Offenders were for the most part persons employed 
in some department of the establishment not directly 
connected with the drug department but who under- 
took to assume the duties on occasion of licensed 
pharmacists or assistants. 

The above condition had become acute in southern 
California, and particularly in and about Los Angeles, 
according to the report of Secretary Louis Zeh. 


DIVISION NO. 2 
Boarp OF BARBER EXAMINERS 


Issuance of 443 licenses by the Board of Barber 
Examiners in September brought the total number of 
licentiates operating under that board’s jurisdiction 
up to 17,286, as of September 30. 

Investigations and inspections conducted by the 
board’s investigators during that period numbered 
3589. Prosecutions were conducted in court in three 
cases, but convictions obtained numbered four. The 
fourth conviction represented a prosecution begun in 
the preceding month. Fines assessed amounted to $50. 

Complaints involving licentiates resulted in the can- 
cellation of four licenses during the period covered 
herein. 

BoarD OF COSMETOLOGY 


Eighty-two licenses were issued by the Board of 
Cosmetology in September, bringing the number of 
regular licentiates up to 17,847. In addition, tempo- 
rary licenses were issued to 548 applicants. Nine 
junior operators were registered, 

Investigations and inspections conducted by board 
representatives totaled 293. No prosecutions were con- 
ducted nor were any licenses canceled or suspended. 


BoarD OF EMBALMERS AND FUNERAL DIRECTORS 


Report of the secretary of the Board of Embalmers 
and Funeral Directors for September shows a total 
of 2008 licentiates were operating under the board’s 
supervision during that period, divided as follows: 
Embalmers, 1465; funeral directors, 566. An increase 
of twenty-four embalmers and a decrease of one on 
the funeral directors’ roster is shown. One license 
was ordered canceled. 

The board’s campaign of education, launched with 
the idea of better acquainting the people of California 
with the aims and purposes of the law, as well as with 
a view to familiarizing them with the methods of 
modern embalming and funeral directing, was con- 
siderably furthered through its excellent exhibit at the 
State Fair. Results of this exhibit are shown in a 
report made to the board by H. G. Nations of Los 
Angeles, who is prominently identified with the pro- 
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fession in California and who delivered lectures on 
embalming practice to thousands of visitors at the 
fair. 

“Allow me to say that you have inaugurated a pro- 
gram that is far-reaching; one that is greatly appre- 
ciated by the people and, if carried on as it should 
be, will result in great good for the profession.” ... 
“We as a profession have nothing to cover up and if 
we allow the public to know what we are doing and 
why we are doing it, the occasion for some of the 
questionable methods and advertising campaigns now 
in vogue will become things of the past,” Mr. Nations’ 
report states. 

A careful check of the number of persons who vis- 
ited the exhibit booth of the Board of Embalmers 
and Funeral Directors, the report states, revealed that 
the lectures were delivered to between 9000 and 10,000 
visitors during the nine days of the fair. 

In his lecture, emphasis was laid upon the fact that 
the work of the embalmer is in direct codperation and 
on the same plane with the work of the State Depart- 
ment of Health and that embalmers, as a profession, 
constitute one of the strong arms of that important 
public department. 

A countless number of questions regarding the pro- 
fession, methods of handling dead persons, provisions 
of the state law, how to select caskets and other 
funeral equipment, and others too numerous to men- 
tion were asked by visitors and revealed the deep in- 
terest of the public in this profession which touches 
so closely the lives of all. 

The lecturer described, step by step, the work of 
the embalmer from the hour of the death of a person 
to the moment the body is interred or cremated. It 
is certain that, as a result of these lectures, the mys- 
tery and gruesomeness that is associated with death 
in the minds of so many persons has been dispelled 
to a marked degree in California, and that a better 
understanding of the work of the profession and the 
laws governing that work has been planted in the 
minds of the people of the state. 


BoarD OF VETERINARY MEDICAL EXAMINERS 


As a result of examinations conducted by this board 
for candidates seeking licenses as practitioners in 
veterinary medicine in California, six licenses were 
issued by the board in September. The total number 
of licentiates operating under the board’s jurisdiction 
at the close of the month was 528. 


BoarD OF OPTOMETRY 


No change is noted in the number of licentiates 
operating under the supervision of the State Board of 
Optometry in September, as compared with the total 
for August, the number remaining at 1358 as of 
September 30. 

Investigations growing out of complaints filed with 
the board were conducted in seven cases and three 
investigations were pending completion at the close 
of the period under review. No prosecutions were 
conducted in the courts during the month nor were 
any licenses suspended or canceled. 

A report by Dr. T. A. Brombach, secretary of the 
Board of Optometry, covering a visual survey of all 
the pupils of the Oakdale Union High School, as 
conducted by the optometry division of the Univer- 
sity of California in September is, in the opinion of 
the director, of sufficient importance to command the 
attention of educators and others throughout the 
state. 

The survey was one of the many splendid results of 
the participation by various boards of this department 
in the department’s exhibit at the State Fair in 
Sacramento, August 30 to September 7. The idea for 
the survey grew out of a request made for the same 
by J. O. Gossett, principal of the Oakdale Union 
High School, while that official was a visitor at the 
exhibit of the Board of Optometry. It is believed to 
be the first survey of its kind ever conducted on such 
a large scale by a university faculty. 

The survey, designed to determine the influence of 
the function of vision upon the academic progress of 
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high school students, was conducted in the high 
school gymnasium on September 11 and 12 by Pro- 
fessor R. S. Minor, T. A. Brombach, E. A. Coe, F. L. 
Mason, F. F. Neal and A. R. Reineke, all of the 
division of optometry, University of California, and 
J. T. Hobson of Stockton. 

A total of 341 students were examined. Of this 
number, rigid tests with all the most modern instru- 
ments known to optometry, revealed 136 were suffer- 
ing from poor codrdination of the eyes which directly 
interfered with normal accomplishment of studies and 
would require either immediate or future eye atten- 
tion. Only 127 were found to be without need or 
attention. Eleven were discovered to be color blind. 
Forty-seven were found to be in need of immediate 
corrective measures. Seventy-eight will probably re- 
quire later attention. 

A part of the survey not exacted of all pupils but 
conducted in the interests of those engaged in athletic 
activities constituted the charting of the indirect fields 
of color perception by use of the Morville perimeter. 

As was anticipated, the complete survey revealed 
many instances of color blindness, latent hyperopia, 
school myopia, blurred vision of astigmia and ambly- 
opia. Significant data upon these cases was compiled 
and recommendations concerning the measures to 
follow were presented to the school principal by the 
examiners, 

As explained by Professor Minor, the survey was 
the first of its kind to be conducted by the personnel 
of the optometry division of the University, and was 
undertaken, not alone in recognition of the univer- 
sity’s obligation to society, but also to demonstrate 
the existence of faulty eye performance among stu- 
dents of high school rank, and the influence which it 
may exert upon scholastic progress. 

During the course of the survey the county and 
city superintendents of schools in Stanislaus County 
expressed a desire to arrange for a visual survey to 
cover students in all the schools under their juris- 
diction. 

BoarD OF CHIROPRACTIC EXAMINERS 


Issuance of licenses to sixty-nine chiropractors dur- 
ing September brought the total number of licentiates 
operating under the supervision of this board to 2753 
at the close of the month. Investigations conducted 
by board representatives during the period covered 
herein totaled thirty-two. Prosecutions were con- 
ducted in court in two cases. Convictions were ob- 
tained in both instances and in a third case in which 
prosecution had been started in the previous month. 
No licenses were canceled or suspended. 

This board was created by laws initiated by peti- 
tion and passed by referendum and is not at this time 
under the direct supervision of the Department of 
Professional and Vocational Standards. 


BoarD OF OSTEOPATHIC EXAMINERS 


The Board of Osteopathic Examiners was created 
by a referendum vote of the people and is not under 
the direct administrative supervision of the Depart- 


ment of Professional and Vocational Standards at 
this time. No report of its activities is, therefore, 
available. 


* * x 


Ed. Note.—The direc'or of the California Depart- 
ment of Professional Standards states above that he 
has no available data concerning the Board of Osteo- 


pathic Examiners. To make this report somewhat 
complete, however, the editor of CALIFORNIA AND 


Western Mepicine will quote from the printed Di- 
rectory of Graduates of Osteopathic Schools hold- 
ing physicians’ and surgeons’ licenses, osteopathic 
licenses, and drugless practitioner licenses of March 3, 
1929, and published by the Board of Osteopathic Ex- 
aminers of the State of California, and which gives 
the following information: 

“Osteopathy was first given legal recognition in 
California through the passage of a law which be- 
came Chapter 99, Statutes of 1901.... 
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“Osteopathic Certificate No, 1 was dated June 22, 
1901, and the last certificate issued by this board, 
No. 884, was dated April 30, 1907.... 

“The Board of Osteopathic Examiners functioned 
in the regulation of the practice of osteopathy and 
the certification of those so licensed until May 1, 
1907, when the Medical Practice Act of 1907, desig- 
nated Chapter 212, Statutes of 1907, became effective. 
This measure repealed the prior medical and osteo- 
pathic acts and provided for the appointment of a 
composite board to regulate applicants from all 
schools and the practice of those licensed. This act 
contained the following provisions: 1. Board made up 
as follows: 5 members of Medical Society of State 
of California, 2 members of California Homeopathic 
Society, 2 members of Eclectic Medical Society, 
2 members of Osteopathic Society of State of Cali- 
fornia. ... Under this law there were issued 258 
certificates to practice osteopathy. ... This act was 
repealed by the passage of the present Medical Prac- 
tice Act, Chapter 354, Statutes of 1913, which became 
effective August 10, 1913. ... 

“At the general election, November 7, 1922, the 
people by a majority of 111,956 passed an initiative 
measure creating a Board of Osteopathic Examiners 
to carry out the provisions of the existing law regu- 
lating the practice of graduates of osteopathic schools. 
The Osteopathic Board was given full and complete 
jurisdiction over the graduates of osteopathic col- 
leges. Full text of the Initiative Act and of the 
Medical Practice Act which was made applicable to 
the Board of Osteopathic Examiners is printed else- 
where in this directory. ‘ 

“Total number individuals licensed on osteopathic 
credentials, 2120; total certificates issued to graduates 
of osteopathic schools, 2120; total number in good 
standing March 3, 1928, 1368; number delinquent 
certificates,* 752. 


* This total number delinquents includes deceased, 


TWENTY-FIVE YEARS AGO * 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. III, No. 12, December 1905 
From some editorial notes: 

Collier’s Weekly—The exposures made by Collier’s 
in its issue for November 4 are astounding. It is 
shown, through the reproduction of letters, telegrams, 
contracts, etc., that every newspaper in the country 
is implicated in the alcoholic nostrum fraud; that our 
own newspapers are not only bound to silence when 
the question of nostrums comes along, but that they 
are forced to do the lobbying for the greatest fraud 
in the world—the American “patent medicine” 
The article is too long to reprint, and abstracts from 
it would give but a poor idea of the actual degrada- 
tion of our vaunted “free” press. Free? There never 
were such slaves since the world began ... There 
is no doubt in the world that the disgruntled nostrum 
manufacturers who “work” the medical profession, 
and who have throttled its medical publications just 
as: effectively as the “patent” medicine men have 
throttled the newspapers, will join hands with the 
Proprietary Association in its attacks upon the 
American Medical Association and upon the medical 
profession generally. In our own profession we 
will have no help except from the Journal of the 
American Medical Association and the state journals, 
for practically all the others are owned by the nos- 
trum men who advertise in them... . 7 

Medical Laws.—Why do the various state legisla- 
tures enact laws regulating the practice of medicine? 
If one seriously asks himself this question and studi- 
ously searches for the answer, he will find that it is 
mainly to protect the public against ignorance and 

* This column strives to mirror the work and aims of 
colleagues who bore the brunt of state society work some 


twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and recent members. 
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incompetence by providing for a minimum amount 
of educational and scientific equipment which must 
be possessed by those who will treat the sick or 
injured. ; 

Graft—Mr. Adams, in Collier’s Weekly, said in his 
first paper that he had been warned to discriminate 
between proprietary medicines and nostrums; that 
many of the former class were good; but when he 
came to investigate the matter, he found mighty few 
“proprietary” medicines in the good class. He was 
quite right. The only real money-making features of 
nine-tenths of the proprietary business is graft—graft, 
pure and simple; just as much graft and the same 
sort of graft as we find in the business methods of 
the nostrums advertised to the laity. 

Alcoholic Nostrums—It is almost proverbial that 
governments advance more slowly than do_ indi- 
viduals, and our government is no exception to the 
rule. Many hundreds of thousands of people in the 
United States have known for years that a large 
number of the so-called “patent medicines” advertised 
and sold to the general public are nothing but bad 
whisky plus some inert vegetable and coloring matter, 
and are manufactured and sold simply and solely for 
the purpose of inducing or supplying a craving for 
alcohol; but our government has only recently be- 
come aware of this fact, officially. 


From an article on “An Address on Organization” by 
Dr. McCormack of Kentucky. 
There is hardly an evil in the medical pro- 
today for which the physicians themselves 
are not responsible. Back of almost every malprac- 
tice suit that was ever tried may be found some envi- 
ous or disgruntled doctor. The degradation of the 
expert medical witness is almost complete, and_ is 
largely, if not entirely, due to envy, hatred and malice. 
Isolation and comparative ignorance are the causes 
which have brought about these conditions, and the 
remedy is plain. 


fession 


Organization and education promise to remedy 
the sickness from which we are now suffering. If 
the physicians of a community can meet each other 
frequently and become acquainted, can really get to 
know each other and to help each other, can sub- 
stitute codéperation for antagonism, they will all be 
helped and the community will benefit... . 


From an article on “The Secret Nostrum Evil” by 
Dr. Frank Billings, Chicago. 

I shall make no apology for bringing this subject 
before this section. Its importance to the profession 
of medicine and to the public justifies an exposi- 
tion of the evil now. In no other country has this 
menace to the welfare of the people and to the best 
interests of scientific medicine developed as it has 
with us. 

Probably the reason is that other countries, with 
one or two exceptions, protect the people against 
frauds in foods, medicines, etc. . 


From an article on “Medical Laws and the Influences 
That Mould Them” by Dr. S. D. Van Meter, Denver. 

... Another defective feature often incorporated 
in medical laws requiring universal uniform written 
examination is that of insisting upon certain pre- 
liminary education and a diploma of a recognized 
school as a prerequisite to admission to examination. 
These requirements are right and just, so far as de- 
termining the qualification of applicants is concerned, 
and no board should, except in rare instances, con- 
sider an applicant qualified who does not possess such 
credentials. Nevertheless, it is a serious mistake to 
insist upon them as prerequisite to application. Noth- 
ing in particular, except the labor of investigation or 
examination, is saved thereby, while much is lost in 
the way of sacrifice of prestige with the public and 
the control of the very class, viz., the irregulars, the 
very people upon whom medical boards should ex- 
pend most of their time and energy... . 
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In many states all energy is expended in see- 
ing that no one is licensed unless he possess an extra 
high standard of qualification, but nothing is done to 
stop the unlicensed quack, who plies his trade with 
impunity. 

.. The most potent force that influences medical 
legislation adversely, and one for which the pro- 
fession have themselves to blame, is the profound 
apathy and indifference the majority of its members 
manifest in matters pertaining to the enactment or 
amending of these statutes. 


From an article on “The Methods Employed in the 
Eradicating of an Infectious Disease in the Chinese 
Quarter of San Francisco” by Dr. William C. Hassler, 
San Francisco. 

History: On March 6, 1900, the medical and com- 
mercial world of California were startled by the an- 
nouncement that bubonic plague, that most dreaded 
of oriental diseases, had gained a foothold on our 
shores. 

... The original source of infection in San Fran- 

cisco can at best be only a matter of conjecture or 
speculation as to the direct carrier responsible for its 
conveyance to this country and appearance in this 
city. 
‘ A mass of people numbering more than 10,000 
confined within the narrow limits of twelve blocks, 
many of whom had extensive business interests, not 
only in Chinatown, but outside the same, as well as 
the horde on the verge of beggardom, gave forth a 
powerful ery for liberty and confronted the Board of 
Health with a demand for food for the indigents. 


Chinatown has a solid stone floor over its 
entire area of twelve blocks. 
Results: They were the eradication of the 


most virulent of diseases and a knowledge gained of 
the proper methods to apply. San Francisco has 
accomplished that which no other city similarly in- 
fected ever did. r : 


From medical society reports: 

Alameda County.— . Doctor Nusbaumer read a 
paper on “Quantitative and Qualitative Leukocyte 
Changes in Some of the More Common Diseases.” . 
_Los Angeles County ... The second paper was en- 
titled “The Relation of Our County Medical Associa- 
tion to the Public Health of Los Angeles,” by Dr. 
George H. Kress. Discussion by Drs. Powers, Fol- 
lensbee, Witherbee, McGarvin, King, and Kress... . 

San Bernardino County— ... Doctor Harris, who 
was to read a paper at this meeting, not being pres- 
ent, Dr. Woods Hutchinson was called on by Doctor 
Tyler to deliver a lecture. Doctor Hutchinson’s sub- 
ject was “The Human Chest in Tuberculosis Sub- 
jects.” Doctor Hutchinson takes the view that the 
chest in this complaint is more round than flat, the 
latter view being that of most textbook writers upon 
this subject. Doctor Hutchinson presented many 
drawings illustrative of his views... . 

San Francisco County— ... The following list of 
names for nominees for the twenty-one directors 
were presented to the society: Doctors L. W. Allen, 
J. D, Arnold, George Blumer, P. K. Brown, Harold 
grunn, C. J. Burnham, F. B. Carpenter, W. F. 
Cheney, C. M. Cooper, George H. Evans, A. A. 
Gianinni, H. Gibbons, Jr., A. W. Hewlett, S. J. Hun- 
kin, S. S. Kahn, W. W. Kerr, C. J. Levison, Howard 
Morrow, W. Ophiils, H. D’APower, J. Rosenstirn, 
H. A. L. Ryfkogel, A. B. Spaulding, D. Tait, W. I. 
Terry, W. S. Thorne, H. M. Sherman, P. M. Thomas, 
P. M. Jones, H. Gunn, J. H. Barbat, F. Dray, A. J. 
Lartigau, E. M. Wemple, Sr., M. Kibbe, E. Rix- 
ford. . as 

Northern District Medical Society—On November 14, 
1905, occurred the annual meeting of the California 
Northern District Medical Society. A large number 
of doctors from the northern part of the state at- 
tended. . . 
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DEPARTMENT OF PUBLIC 
HEALTH 


By W. M. Dickig, Director 


The 1930 Poliomyelitis Epidemic.—During the pres- 
ent year, California has suffered an epidemic of acute 
anterior poliomyelitis, the first outbreak of importance 
to occur since 1927, during which year 1298 cases were 
reported within the state. Since the first of January, 
1930, to the middle of September, a total of 1110 cases 
of this disease have been reported in California. The 
geographical distribution of cases in 1930 shows a 
wide variation from the distribution of the cases in 
the 1927 epidemic. In that year the outbreak affected 
the northern end of the state much more than it 
did the southern end of the state, while in 1930 the 
distribution is exactly reversed, most of the cases 
this year having occurred in the eight counties of 
southern California. In 1927, out of a total of 1298 
cases reported, 353 were in the southern counties 
referred to and 945 were in the remaining fifty coun- 
ties of the state. In 1930, from January 1 to the 
middle of September, out of a total of 1110 cases re- 
ported, 935 were in the eight counties of southern 
California and 175 were in the remaining fifty coun- 
ties of the state. In 1925, however, when 821 cases 
were reported in California, the distribution was 
even, half of the reported cases occurring in southern 
California and half in northern California. 

The 1930 outbreak made its beginning about one 
month earlier than the 1927 outbreak. In both 1927 
and 1930, the disease became epidemic in California 
before it even made its appearance in epidemic form 
in other states. In 1927 the disease appeared in Ari- 
zona, shortly after its rise in California, swept 
through the southern middle-western states to the 
Atlantic, back through the north-central states to the 
northwestern-Pacific group, Oregon being the last 
state to suffer an epidemic of this disease in that 
year. The same course, in part, has been followed by 
epidemic poliomyelitis during 1930. At the present 
time, Kansas, Ohio, New York, and other states are 
undergoing the same experience with epidemic polio- 
myelitis that California was suffering in August. 

There has been no great change in the incidence 
of the disease in the various age groups in the three 
California epidemics referred to. It will be noted, 
however, that in 1930 fewer infants have contracted 
the disease and more individuals over twenty years 
of age have contracted it this year than in either 
1925 or 1927. It would seem, also, that more cases 
are now occurring among individuals in the five to 
nine year age group and fewer among these in the 
one to four year age group. 

The paralytic type of the disease has preyailed 
during the present year. More than sixty per cent of 
all cases reported are, presumably, of the paralytic 
type; about twenty per cent are abortive and about 
five per cent are of the bulbar and meningitic type. 
The types of the disease not stated constitute about 
fifteen per cent of the reported cases. 

A study of 220 case histories af epidemic polio- 
myelitis reported in southern California during June, 
July and August of this year reveals evidence that 
the use of convalescent blood serum has been of 
great value in the treatment of this disease. Of these 
220 cases, 109 were treated with serum and 111 re- 
ceived no serum. Complete recovery occurred in 61 
of the 109 individuals in whom serum was adminis- 
tered; that is, fifty-six per cent of the individuals 
who were so treated recovered. Complete recovery 
occurred in only 26 of the 111 individuals who were 
not given serum treatment; that is, but twenty-three 
per cent recovered, Residual paralysis occurred in 
23 of the 109 who were given serum—twenty-two per 
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cent. Residual paralysis occurred in 42 of the 111 
who were not given serum treatment—thirty-eight 
per cent. 

Of the 109 cases which received serum treatment, 
67 were paralytic, 7 bulbar and meningitic, 29 abor- 
tive, and in 6 cases type of involvement is not known, 
Of the 111 not given serum, 81 cases were of the 
paralytic type, 4 bulbar and meningitic, 18 abortive, 
and in 8 cases the type was not stated. Of the 220 
cases studied, 108 were male and 112 were female. 

Complete recovery occurred in 87 of the 220 cases 
studied, forty per cent. Residual paralysis occurred 
in 65 cases, thirty per cent. Residual muscular weak- 
ness occurred in 53 cases, twenty-four per cent. Of 
the recovered cases, the involvements were as fol- 
lows: 30 paralytic, 44 abortive, 4 bulbar and menin- 
gitic, and 9 not stated. 

Of the 220 cases studied, 82 were hospitalized, 
thirty-seven per cent. Sixty-one of the hospitalized 
cases, seventy-four per cent, were given serum, and 
21, twenty-six per cent, did not receive serum treat- 
ment. Deaths occurred among three of the 82 hospi- 
talized cases and in nine of the 132 which were not 
given hospital treatment. 

In this group of cases, 15 were multiple cases, 
occurring within the same household. Cases had oc- 
curred previously in the same families with 27 of the 
220 cases for which histories have been secured. 

Of the 109 which received serum treatment, 19 re- 
ceived the serum on the second day of illness, and 
of these 19, 16 made complete recoveries. Of the 20 
which received the serum on the third day of illness, 
12 made complete recoveries. As is to be expected, 
recovery occurs more often when the serum is admin- 
istered early in the course of the disease. Dr. George 
Draper emphasizes this point well in the following 
statement: 

“From the standpoint of laboratory demonstration 
and growing clinical experience it would seem that 
so far the only logical method of specific treatment 
of this disease is with the serum of convalescents. 
The success of the method, however, rests primarily 
upon the early recognition of the disease. It is for 
this reason that physicians everywhere should spread 
the gospel that acute epidemic poliomyelitis is neither 
a nervous nor orthopedic disease. It is an acute infec- 
tion which has a definite period of varying length, 
during which there is a general somatic reaction from 
which the tissues of the central nervous system are 
definitely excluded. This phase of the disease may 
be its only expression and is the period in which 
treatment with convalescent serum is effective. The 
chances of successfully protecting the tissues of the 
central nervous system with convalescent serum 
diminish rapidly with the hours.” 


SUMMARY 


1. The 1930 epidemic of acute poliomyelitis, Janu- 
ary 1 to the middle of September, has brought the 
highest incidence of the disease ever recorded in Cali- 
fornia during a like period of time, 1108 cases. 

2. Eighty-four per cent (933) of the reported cases 
occurred in the eight counties of southern California, 
most of them in Los Angeles and vicinity. 

3. The incidence of the disease in various age 
groups has not changed greatly in 1930, but fewer 
infants under one year of age and more adults over 
twenty years of age have contracted the disease in 
1930 than during preceding years. 

4. The administration of convalescent blood serum 
and prompt hospitalization constitute the two meas- 
ures which were productive of the best results in 
bringing about recovery. 

5. Thirty per cent of the cases receiving serum 
treatment showed complete recovery and thirty-nine 
of the hospitalized cases recovered. 


CALIFORNIA AND WESTERN MEDICINE 


CALIFORNIA BOARD OF 
MEDICAL EXAMINERS 


By Cuaries B. PinkHam, M.D. 
Secretary of the Board 


On October 27, 1930, Governor C. C. Young an- 
nounced the following appointments on the Board 
of Medical Examiners: 

Clark L. Abbott, M.D., Oakland, vice self, for a 
term expiring August 10, 1934. 

William H. Geistweit, Jr., M. D., San Diego, vice 
self, for a term expiring August 10, 1934. 

H. Miller Robertson, M. D., Santa Ana, vice James 
L. Maupin, M.D., deceased, for a term expiring 
August 10, 1931. 

C. E. Schoff, M.D., Sacramento, vice self, term 
expiring August 10, 1934. 
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At the annual meeting of the Board of Medical 
Examiners held in Sacramento, October 20 to 24, 
inclusive, 1930, the following officers were reélected 
for the ensuing year: P. T. Phillips, M. D., president; 
William R. Molony, M. D., vice-president; Charles B. 
Pinkham, M. D., secretary-treasurer. 
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The legal calendar comprised citations of twenty- 
three licentiates called before the Board for various 
offenses under Section 14 of the Medical Practice 
Act and final action was taken as follows: 

Archibald A. Atkinson, M.D., Sacramento 
cotic violation), revoked October 22, 1930. 

George H. Bland, M.D., Fresno (narcotic viola- 
tion), was on October 21, 1930, placed on probation 
for a period of five years, during which time he is not 
to apply for a federal narcotic permit or have nar- 
cotics in his possession. 

James Terrell Brown, M. D., Los Angeles, revoked 
October 22, 1930, for violating terms of his probation. 

Samuel D. Cotterell, M.D., Los Angeles, was on 
October 22, 1930, revoked, based on narcotic charges. 

Clarence E. Edwords, M.D., San Francisco, was 
on October 21, 1930, revoked, based on alleged illegal 
operation. 

Walter C. Hoyt, M.D., Gridley, was on October 
22, 1930, revoked, based on evidence of habitual in- 
temperance. 

Dwight D. Johnson, M.D., Grass Valley, was on 
October 22, 1930, placed on probation for a period of 
three years, during which time he is not to apply for 
or have a federal narcotic permit or have narcotics in 
his possession. 

John R. Leadsworth, M. D., Los Angeles, was on 
October 21, 1930, suspended from practice for a 
period of one year for aiding and abetting an un- 
licensed practitioner. This charge was based upon 
the allegation that Doctor Leadsworth had purchased 
the California state rights for the use of a machine 
called “Tricho,” assertedly operating on the x-ray 
principle, which was leased to various beauty parlors 
and by them used for the removal of superfluous hair, 
causing permanent disfigurement, according to com- 
plaints filed in the office of the Board. (“News 
Items,” June, 1930.) 

Robert H. McLauchlan, M.D., Santa Cruz, was 
on October 22, 1930, suspended from practice for a 
period of one year for aiding and abetting an un- 
licensed practitioner. 

James J. Murray, M.D., Los Angeles (narcotic 
violation) was on October 21, 1930, placed on pro- 
bation for a period of five years, during which time 
he was not to have or apply for a federal alcohol or 
narcotic permit or have either in his possession. 

Ernest Scosseria, M.D., San Francisco (narcotic 
violation), was on October 21, 1930, revoked. 

Newton B. Siler, M. D., Los Angeles, who on Feb- 
ruary 2, 1927, was placed on probation for five years 
without alcohol or narcotics, was on October 22, 1930, 
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found guilty of violation of the terms of his probation 
and his license revoked. 

Fred H. Van Tassell, M.D., Berkeley (narcotic 
conviction), was on October 21, 1930, suspended from 
practice for a period of one year. 

William V. Whitmore, M. D., formerly of Los An- 
geles, more recently ‘Tucson, Arizona, was on Octo- 
ber 23, 1930, revoked, based upon federal conviction 
of violation of the Harrison Narcotic Act, followed 
by incarceration at McNeil’s Island Penitentiary. 
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Thomas O. Greig, M. D., Berkeley, revoked Octo- 
ber 24, 1929, for habitual intemperance, was the only 
successful applicant for restoration of license, On 
October 22, 1930, Doctor Greig’s license was restored 
and he was placed on five years’ probation, during 
which time he is not to apply for or have an alcohol 


permit. 
v ¢ v 


The Legal Department reported the status of the 
following appeals from the judgment of the Board, 
pending in the various courts of this state: 

Pearl J. Anderson, M. D., vs. Board. Board's revo- 
cation sustained by Superior Judge Goodell. 

Francis J. Bold, M.D., vs. Board (Wilhite case). 
Board sustained by Superior Judge Leon Yankwich 
of Los Angeles. 

Francis J. Bold, M.D., vs. Board (de la Cuesta 
case), now under submission in the Superior Court of 
Los Angeles County. 

Oscar W. de Vaughn (Oakland) vs. Board, now 
under submission before Superior Judge Fitzpatrick 
of San Francisco. 

Roy S,. Lanterman vs. Board. Briefs filed and sub- 
mitted to Los Angeles Superior Court. 

Frank M. Moran vs. Board. Superior Court sus- 
tained the Board. No notice of appeal filed. 

Thomas J. Randall (los Angeles) vs. Board. 
Pending decision in District Court of Appeal of Los 
Angeles. 

Eugene Rinaldo vs. Board. (Alleged fraudulent 
credentials.) Revoked July 9, 1924. Board reversed 
July 3, 1928. Appeal pending decision in District 
Court of Appeal, Los Angeles. 

Eugene Rinaldo vs. Board (Writ of Probation filed 
December 17, 1928.) Still pending final decision, 

Fred B. Tapley vs. Board, Marysville; Board sus- 
tained by Superior Judge Johnson. Appeal filed 
October 3, 1930. Pending in District Court of Appeal. 

Paul Traxler vs. Board, Los Angeles. Board sus- 
tained in Superior Court. Notice of appeal served. 

* * * 
News Items, DecemMBer, 1930 

“Although a surgeon has been found not guilty on 
the charge of murder as the result of an illegal oper- 
ation, his license may nevertheless be revoked by the 
Board of Medical Examiners for unprofessional and 
unethical conduct in performing the operation, ac- 
cording to a recent decision given by Superior Judge 
Leon R. Yankwich of Los Angeles. . . . Judge Yank- 
wich’s decision upheld the Board of Medical Ex- 
aminers of California in revoking on July 30, 1930, 
the license of Dr. Francis James Bold of Whittier. 
The matter came before Judge Yankwich in the form 
of a petition for a writ of review directed against the 
Board of Medical Examiners. . . . In the petition be- 
fore Judge Yankwich, the doctor’s attorney claimed 
that the doctor was being placed twice in jeopardy 
and that his acquittal was a complete vindication of 
the charge. Judge Yankwich replied that the revoca- 
tion of the license was not another punishment; but 
rather was aimed at the protection of society and the 
medical profession. He cited many cases in which 
two consequences, one criminal and one civil, are 
made to flow from one act. The rule in these cases, 
according to the opinion, is that acquittal on a crimi- 
nal charge does not prevent exaction of the other 
penalty. The judge also referred to cases in which 
attorneys had been disbarred upon charges of which 
they had been previously acquitted by a jury” (The 
Critic of Critics, Los Angeles, September 30, 1930). 


















PREVENTS| RICKETS 
ND ‘SPASMQPHILIA 













€ver since I9I4, when S. M. A. was first developed as a 
diet compound adapted to breast milk, it has always contained 
enough cod-liver oil to make it anti-rachitic and anti-spasmophilic. 
The kind of food constituents and their correlation also contri- 
bute to prevent rickets and spasmophilia. 


IN ADDITION S. M. A. HAS THESE FEATURES: 








Only milk from tuberculin tested cows, from 
dairy farms that have fulfilled the sanitary require- 
ments of the City of Cleveland Board of Health, 
is used as a basis for the production of S. M. A. 





No modification is necessary for normal full term 
infants. 


Resembles breast milk both physically and chemically. 


Simple for the mother to prepare. 










It gives excellent nutritional results in most cases, 
and these results are obtained more simply and 
more quickly. 


MAY WE SEND YOU SAMPLES ? 









S. M. A. was developed at the Babies and Childrens Hospital 
at Cleveland, and is produced by its permission exclusively by 













THE LABORATORY PRODUCTS COMPANY ° ° CLEVELAND, OHIO 
West of Rockies: 437-8-9 Phelan Bldg., San Francisco, Cal. Orrc In Canada: 64 Gerrard St., East, Toronto 


Rabies Vaccine (Cutter 


HE Semple Method was 

introduced (after thor- 
ough laboratory and clinical 
research) into this country 
in February, 1925, by the 
Cutter Laboratory. Since that 
time the results obtained in 
thousands of cases, and the 
fact that 9 out of 12 of the 
biological producers have 
followed our lead has proven 


(SEMPLE METHOD) 


VAILABLE in seven dose packages at your near- 
est Cutter Depot. Each dose is in a separate 


ready-to-use syringe. 


Wire the Cutter Laboratory . . . Berkeley, Los An- 
geles, Seattle, Chicago, Denver, Dallas, New Orleans, 


for immediate shipment. 


<a 


DOSAGE SCHEDULE 


Licks upon abraded surfaces. 
Superficial bites through clothing. 


Slight bites on neck or shoulders. 
Severe lacerated bites. 
Multiple bites. 


Bites on parts unprotected by clothing. 


Head bites. 


Severe bites of neck or shoulders. 


ONE DOSE EACH DAY 
FOR 14 DAYS. 


TWO DOSES EACH DAY 
FOR FIRST SEVEN 
DAYS, AND ONE DOSE 
EACH DAY FOR THE 
NEXT SEVEN DAYS. 


TWO DOSES EACH DAY 


FOR 14 DAYS. 


: Severe or multiple bites of hands. 
our judgment sound. 


+44 (a ee 


The Cutter Laboratory 


Established 1897 


BERKELEY CALIFORNIA 


DANTE SANATORIUM --- Announces 


The Opening of Their New PHYSICAL THERAPY DEPARTMENT 


For the Treatment of 


Various forms of paralysis including Infantile, Spastic, Spinal Treatments in Electrotherapy, Heliotherapy, Artificial and Natural 
Curvatures, Faulty Postures, Arthritis, Fractures, Nerve Injuries Light Therapy, Colonic Irrigation, Hydrotherapy, Thermotherapy 


and Industrial Accidents. and Occupativnal Therapy will be given. 


DANTE SANATORIUM .-.-- Broadway and Van Ness Avenue 


SAN FRANCISCO CALIFORNIA 
Edward A. Trenkle, Managing Director Telephone GRaystone 1200 
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